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1. Abstract
Currently there is no suitable measure to assess the frequency of childhood rigid 
behaviours. Furthermore, there is a paucity of research surrounding factors that may 
affect the frequency of these behaviours. The first aim of this study was therefore to 
create a psychometrically-sound, parent-defined measure of common childhood rigid 
behaviour and also to find out parental responses to these behaviours. A parent- 
defined measure was created and distributed to 110 parents of children aged 
between four and six years. This led to the development of a final 20-item measure of 
child rigid behaviour which was shown to have good psychometrics. The second aim 
of the study was to correlate frequency of rigid behaviour with other measures 
relating to child anxiety, parental magical ideation, parental obsessive 
compulsiveness and parental style. The results indicated that frequency of child rigid 
behaviours significantly correlated with child anxiety as well as parental obsessive 
compulsiveness and an Authoritarian parental style. No correlation was found 
between rigid behaviour and parental magical ideation. In conclusion, the study 
produced a new tool that assesses the frequency of child rigid behaviours in a non 
clinical sample. The study found that child anxiety is associated with a child’s 
frequency of rigid behaviour and external parental factors are also additionally 
associated with child rigidity.
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2. Introduction
During the early stages of childhood, most children display a number of behaviours 
that appear to encompass a need for rigidity. Boyer and Lienard (2006) describe 
these behaviours as ‘perfectionism, preoccupation with just-right ordering of objects, 
attachment to a favourite object (imbued with a special value), concerns about dirt 
and cleanliness, preferred household routines, action repeated over and over or a 
specific number of times, rituals for eating and awareness of minute details in one’s 
home and bedtime rituals’ (p.596). These behaviours appear to be interchangeably 
collectively described in the literature as ‘rigid behaviours’, ‘ritualistic behaviours’, 
‘stereotypy’, ‘repetitive rule-driven behaviours’ and ‘magical behaviours’ with Boyer 
and Lienard (2006), Evans (2000), Evans et al. (1997), Gesall et al. (1974), Peleg- 
Popko and Dar (2003), Piaget (1950) and Zohar and Felz (2001) all using at least 
two of these terms to describe the same behaviour. Given these varying descriptives, 
and to promote a line of consistency, this paper has chosen to adopt just one term 
throughout - ‘rigid behaviours’ - to describe these types of childhood behaviours. In 
comparison with the other terms, the author believes the term ‘rigid’ most accurately 
and clearly describes the behaviours in question.
Childhood rigid behaviours appear to begin around the age of two (Evans et al., 
1997) and involve a child performing or requesting that a behaviour or behaviours be 
performed in a consistent fashion. These behaviours appear similar to other types of 
rigid behaviours, for example, culturally related or pathologically related behaviours 
and as such, this paper will firstly outline these three types of rigid behaviour; 
culturally related, pathologically related and child related rigid behaviours in order to 
give the reader a greater understanding of the rigid behaviour this study is 
investigating.
2.1 Rigid Behaviour in Society
2.1.1 Culturally Related Rigid Behaviour
Culturally related rigid behaviours occur throughout the world, across different 
cultures and religions and are commonly called ‘cultural rituals’ (Boyer & Lienard, 
2006; Evans, 2000). Sometimes these cultural rigid behaviours are connected to 
themes of worship and protection (Boyer & Lienard, 2006), other times these cultural 
behaviours can be used to create a firm sense of group identity. For example, many 
groups and societies involve a rigid ‘initiation’ whereby someone must complete a
11
particular act in order to enter, and be part of, the group/society. Cultural rigid 
behaviours are often compulsory with no explanation given as to why a particular 
behaviour must be performed, other than ‘to keep one safe’ or ‘to keep one in good 
health’ and no explanation as to how that particular act causes that particular 
outcome (Boyer, 1994). All that is often stated and required is the need for sameness 
and continuity.
2.1.2 Pathological Rigid Behaviour
Pathological rigid behaviour is a core diagnostic component of Autistic Spectrum 
Disorder (ASD) (American Psychiatric Association, 2000). These behaviours are 
often markedly different from the type of rigid behaviour generally exhibited in young 
children and include behaviours such as body rocking, hand-flapping and spinning. In 
general, the rigid behaviours performed by individuals with ASD are believed to be 
associated with the communication deficit and impaired cognitive aspects of the 
disorder (Honey et al., 2007) and unlike in the typical population, these rigid 
behaviours appear not to be age related and instead are persistent and stable over 
time (Turner, 1996). The suggestion therefore is that the rigidity in individuals with 
ASD is linked to their cognitive developmental difficulties suggesting a core distinction 
from rigid behaviour that could be performed as part of a normative developmental 
process. For this reason, in order to keep a focus on normative rigid behaviours, this 
research will focus only on behaviours performed in the typical population.
Pathological rigid behaviours are also commonly seen in obsessive-compulsive 
disorder’ (OCD). Although they are aimed at preventing or reducing distress, they can 
often cause or help maintain distress partly due to the subject’s knowledge of the 
irrationality of their behaviour, but also due to the level of perfectionism, exactness 
and symmetry that the compulsions must abide by. The rigid behaviour in OCD may 
be either covert, or overt. The covert rigid behaviours are displayed through mental 
acts (e.g., praying, counting, repeating words silently), whilst the overt rigid 
behaviours can be more observable and manifest themselves in acts of checking, 
ordering or hand-washing. The common factor in both though is that the person feels 
driven to perform them “according to rules that must be applied rigidly” (American 
Psychiatric Association, 2000).
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2.1.3 Childhood Rigid Behaviour
Rigid behaviours are common in early childhood. This has been acknowledged by a 
number of highly recognised developmental psychologists (Gesall et al., 1974; 
Piaget, 1950; Werner, 1948). All characterise the behaviours in a similar manner with 
Piaget succinctly describing them as “repetitive and rule-driven behaviour” (Piaget, 
1950, p. 170). Examples in the literature of these behaviours date back to the 1800s. 
In commenting on the work by James Sully (1896), Werner (1948) illustrates an 
example of a child who requests the participation of an other in their rigid behaviour. 
Werner describes a two year old boy who every night requests that his mother kisses 
his doll and then shakes his doll’s hand before then going on to shake the four hoofs 
of a toy horse. This has to be done every night before the child goes to sleep, or the 
boy will become upset. Another example comes from Gesall et al. (1974) when they 
describe typical behaviours of a two and a half year old -  “he demands the repetition 
of foods, of dishes, and of the arrangement of dishes, and even of time when a 
certain food is given” (p. 171). Further examples are provided by Gesall et al. (1974) 
who comment also on a number of behaviours in infants where the infant “insists on 
having things just so” (pp. 165-166).
These behaviours are deemed distinguishable from the aforementioned culturally 
related rigid behaviours as they hold more of an isolated position and are less driven 
by the cultural norms of society (Werner, 1948). However, the comparison with OCD 
related pathological rigid behaviours is less clear, with evidence both for and against 
a developmental link. One distinction between the two could be related to the child’s 
understanding of the behaviours, and the belief that they do not realise the 
irrationality of their actions, unlike those suffering from OCD. However, this only 
distinguishes the action from adult OCD since an understanding regarding the 
excessiveness or unreasonableness of the action is not required for an OCD 
diagnosis in children and adolescents (American Psychiatric Association, 2000). 
Other perceived distinctions are that childhood rigid behaviours do not appear to be 
related to a set personality structure and that the child variant is more short lived, 
flexible and not associated with subjective distress (Freud, 1965; Rapoport and Inoff- 
Germain, 2000). However, Evans et al. (2004) argue this, stating that a child’s rigid 
behaviours are highly correlated over a two year period (Evans & Klinepeter, 2002), 
that rigidity, not flexibility, defines them and that these child behaviours appear to be 
associated with fears and phobias (Evans et al., 1999), thereby meaning a possible 
association with distress.
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Despite these debates though, there is still no clear evidence to suggest whether 
childhood rigid behaviours and later pathological behaviours are developmentally 
linked. This is because a systematic literature search indicated that no prospective 
longitudinal study exists that tracks rigid behaviours from childhood to adulthood. 
There is, however, a parental retrospective study (Leonard et al., 1990). In this study, 
parents of adolescents with and without OCD were asked about their child’s current 
and early rigid behaviours. The study found that in early childhood many of the 
adolescents with OCD performed the same rigid behaviours as their current OCD 
behaviours. This result could be deemed to indicate a developmental link between 
childhood and later OCD. However, against this hypothesis is the study’s own 
suggestion that this link could have occurred due to the study’s retrospective design. 
This is because research has shown that parents recall past behaviours of their 
children in a way that is biased towards their child’s current state (Yarrow et al., 
1970). This means that the parents of the adolescents with OCD may have been 
more likely to recall the similar OCD behaviours in childhood because they were 
more salient given that they were currently performed. This ‘bias’ effect is arguably 
reinforced by the study’s data that shows that when the rigid behaviours resembling 
their current OCD symptoms were excluded, the recalled early rigid behaviours of 
adolescents with OCD were virtually identical to the recalled early rigid behaviours of 
adolescents without OCD. To put the results together, the study suggests that the 
performance of some types rigid behaviour in childhood could predict the later 
development of OCD, however, that some childhood rigid behaviours do not progress 
onto a pathological form.
The literature therefore indicates that a number of rigid behaviours occur in society. 
These behaviours can be broadly split into three groups -  culturally related, 
pathologically related and childhood related rigid behaviours. Each include similar 
behaviours in terms of their rigidity, but the psychological processes surrounding 
each are thought by some to be different. The focus of this study is to concentrate on 
childhood related rigid behaviours.
2.2 Ontogeny of Childhood Rigid Behaviours
Studies indicate that by around the age of 25 - 30 months most children have started 
to display rigid behaviour, and then, at approximately 60 months (5 years), these 
behaviours start to decline (Evans et al., 1997; Gesall et al., 1974; Zohar and Felz,
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2001). However, a developmental question remains as to the cognitive mechanism 
underpinning these behaviours. Piaget argued that the behaviours are generated in 
the early developmental period of pre-logical thought, a period during which the child 
believes they have the power to influence all events. These behaviours then 
gradually disappear once the pre-logical thought processes are replaced by logical 
thought processes (Piaget, 1930). Another argument is that these behaviours result 
from an epistemological belief in magic (Subbotsky, 2010), and that this belief never 
actually gets replaced. Instead, logical thought processes gradually start to coexist 
alongside magical thought processes all the way into adulthood. The association 
between magical thinking and rigid behaviour has been further indicated by Evans et 
al. (2002) and as such the next section of this introduction will discuss both the 
replacement and co-existence hypotheses to gain a further understanding of how 
rigid behaviours may develop.
2.2.1 Ontogeny: Piaget’s ‘Replacement’ theory of Cognitive Development
To give some context to Piaget’s replacement theory, the paper will first consider 
Piaget’s beliefs surrounding the cognitive components of these pre-logical thoughts 
as this helps to understand why children perform rigid behaviours in the first instance.
Piaget (1929) believed that children’s magical practices are borne out of remnants of 
the child’s early (less than two years) developmental beliefs in ‘dynamic participation’ 
whereby a child presupposes that two or more phenomena are materially related. 
Piaget discusses ‘dynamic participation’ in terms of four notions of participation: 
‘participation between thoughts and things’, ‘participation between action and things’, 
‘participation between objects’ and ‘participation on purpose’.
‘Participation between thoughts and things’ is akin to the notion of Thought-Action- 
Fusion (TAF; Shafran et al., 1996), whereby if a thought could belong intrinsically in 
things then the thought could be used to influence such things. As such, Piaget 
theorised that a young child feels that their wishes can have a direct result on objects. 
‘Participation between action and things’ is similar but is more related to how the 
actions can have a direct result on future occurrences. This appears logical from the 
outset, but Piaget gives examples including how a child believes a house will be safe 
at night on the basis of the speed with which a curtain falls. Furthermore he describes 
how not only would the curtain provide an indication, but it would also be the cause of 
the house remaining safe (or not). ‘Participation between objects’ is the third
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connection concerning magic and can be described in an example of a child who 
believes they can bring on the night by creating a shadow with their hand. This is 
because the child believes the shadow cast by the hand is a material extension of the 
night. The fourth ‘participation’ is that of ‘participation on purpose’. This involves a 
significant amount of animism -  a belief that objects possess souls -  and in his 
account Piaget refers to an example given by Sully (1896) of a child who, having 
seen that the wind had just made her mother’s hair untidy, believed that if she made 
her mother’s hair tidy then the wind would not blow again -  because the wind would 
realise that what it had done was wrong.
Between the ages of two and nine years, Piaget believed that these pre-causal 
‘dynamic participation’ explanations are gradually replaced by causal, physical 
explanations of natural phenomena through the development of logical, scientific and 
causal reasoning (Inhelder and Piaget, 1958) aided by their interaction with the world 
and its objects. Indeed, in tests of causal reasoning, many studies have indicated that 
by age four to five, children have a well established knowledge of the basic principles 
of causal reasoning, something not achieved before this period (see Goswami, 2007 
for an in-depth review).
One argument therefore for these early rigid behaviours could be the effects of a 
child’s early precausal cognitions. Indeed, results indicate that a child’s level of rigid 
behaviours is correlated with their level of magical beliefs (Evans et al., 2002). 
However, although Piaget’s theory into cognitive reasoning explains why rigid 
behaviour may occur during the early stages of development, the replacement theory 
does not explain why rigid behaviours continue beyond the age of nine and into 
adulthood, even if they do appear to decline from age five (Bolton et al., 2009; Evans 
et al. 1997). For example, literature surrounding rigid behaviour suggests that 
children continue to perform these rigid behaviours in their later childhood, but that 
they begin to transfer them into group games, or in collecting objects such as stamps 
(Rubin ef a/., 1983; Oremland, 1973). Furthermore, in adulthood, many people display 
rigid behaviours particularly when a perception of control is lacking, for example in 
sports competitions (Rozin et a/., 1986). It appears therefore that our rigid behaviours 
could be associated with a more permanent cognitive process, and this would 
support the co-existence hypothesis.
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2.2.2 Ontogeny: The Co-Existence Hypothesis’ of Cognitive Deveiopment
The co-existence hypothesis suggests that a magical belief system coexists 
alongside more logical cognitive processes rather than being replaced by them 
(Subbotsky, 2004, 2010). The hypothesis states that a child is born with an 
epistemological belief in magic as well as more logical cognitive processes, but at an 
early age, these latter cognitive processes have not sufficiently developed, thereby 
suggesting a reason why rigid behaviours develop, decline, but do not disappear.
Subbotsky’s own research supports the coexistence hypothesis, and also questions 
Piaget’s hypothesis. In one of his research studies, Subbotsky (1985) performs a 
group of experiments with children aged four, five and six years. In the second of 
these experiments, children were told a story (including pictures) of a boy who had 
been given a very special magic table for his birthday, a table that could turn toy 
figures of animals into real live ones. Upon being asked whether this could occur in 
real life, all five and six year olds and more than 70% of four year olds declared it 
could not. At this point the research arguably supports Piaget’s hypothesis 
suggesting that between the age of four and five children’s reasoning skills mature 
leaving behind no trace of magical beliefs. However, this then changed in the second 
half of the experiment. In the second half the children saw a real table that looked 
exactly like the one in the story. They then saw a small plastic lion starting to move 
across the table (through the use of magnets). Contrary to the verbal results, only a 
few responded in a rational manner - the vast majority performing behaviours 
indicating a belief in magic. This included hiding under the table and waving a wand 
at the lion, a wand that they had been told would stop the lion from moving. This 
result suggests that although children verbally articulate against magical causations, 
they still appear to behave as if non-logical acts could occur, indicating their 
verbalisations are merely superficial. Indeed, further research demonstrates this by 
showing that through a non-verbal medium (e.g., through actions or questionnaires) 
children aged between five and ten years still express magical beliefs (Bolton et al., 
2002; Simonds et al., 2009; Subbotsky, 2010). Furthermore, similar results for the 
coexistence hypothesis occur in adult studies whereby they too exhibit few magical 
beliefs in verbal responses, only to then behave as if they thought magical processes 
could be a possibility (Subbotsky, 2001).
Support for the coexistence theory also comes in the form of empirical research that 
suggests that although rigid-type behaviours decrease at the age of five years, they
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do not disappear altogether, with children aged nine demonstrating a significant 
number of behaviours of this type (Evans et al., 1997, 1999, 2002; Tregay et al., 
2009).
The above research therefore indicates that although Piaget’s replacement 
hypothesis may be evident in a child’s and an adult’s verbal responses, it appears 
that the coexistence hypothesis is much more accurate once behavioural responses 
are considered. Researchers question why the decline in verbal magical reasoning 
occurs. Subbotsky (2010) notes that during childhood, children in Western societies 
appear caught between two domains of thinking -  one of science, that is created at 
school, and one of magic, cultivated in children’s stories and upbringing (Rosengren 
& Hickling, 2000), and it is this conflict that creates the inconsistency in response. 
During this time, children hear that magic cannot occur (through school education 
and/or termination of parental support for magical beliefs), but either consciously or 
subconsciously, they appear to keep hold of the possibility of magical explanations, 
leading to behaviours that can be incongruent with their verbalisations - behaviours 
which could include rigid, ritualistic behaviours. This possibility of magic occurring 
then appears to remain in adulthood. The effect of environment on magical beliefs is 
given further weight through identical studies carried out in Britain and Mexico 
(Subbotsky 2001; Subbotsky and Quinteros, 2002). In the Mexican participants there 
was a higher belief in magic (half of their participants believed in a mythical creature 
compared to none of the British participants), with participants more inclined to 
verbalise magical explanations. This suggests that the difference in culture brings 
about different beliefs, and further suggests that Piaget’s replacement theory is less 
likely, and a co-existence hypothesis more likely -  a coexistence in which the 
tendency to adhere to either domain is determined by nurture factors, and not by 
nature.
The above descriptions therefore suggest that magical thought processes remain 
throughout life. Research suggests that level of magical thinking is related to rigid 
behaviour (Evans et al., 2002), however, although the descriptions provide insight 
into cognitive explanations surrounding why rigid behaviour may therefore occur, a 
theoretical question still remains of what function these behaviours appear to have.
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2.3 Functions of Rigid Behaviour
One of the functions of early rigid behaviour in young children is believed to be to 
help them gain independence and mastery over their environment by enforcing 
consistency on their own actions, on objects and on others around them at a time 
when they have a lack of understanding regarding causality, reversible operations, 
temporal causality and themselves and others as agents of the world (Piaget, 1950). 
Once a child begins to learn these logical reasoning processes it is theorised that 
these behaviours may be utilised to help them feel they are exploring their 
environment safely (Werner, 1948), again helping them to achieve independence. 
For example, the child may want to ride a bike but to do this they are very rigid about 
always wearing a helmet, since this was how they were taught. Furthermore, the child 
may utilise rigid behaviour in order to control their attachment links with their parents, 
by specifically requesting to perform jobs independently, as well as specifically 
requesting a certain parent to help them with a task (Gesall et al., 1974). However, 
whilst these functions are viable, it could be perceived that the overriding function of 
the rigid behaviours is to regulate anxiety about the world -  be it anxiety over 
completing tasks effectively, anxiety over following correct rules or anxiety regarding 
staying safe and keeping caregivers close enough. Indeed, psychosocial theory also 
adheres to this view. Erikson’s psychosocial theory of development (Erikson, 1977), a 
theory that is still highly regarded today (Newman & Newman, 2007), states that 
humans go through eight stages of development, with each stage constituting a 
‘psychosocial crisis’. The theory states that during the second stage of psychosocial 
development (between the ages of one and three years), a child has the psychosocial 
crises of having to try to strike a balance between ‘self-reliance’ (a basic confidence 
to think and act for themselves) and ‘doubt/shame’ (whereby the child feels unsure 
whether their own opinions and ideas are correct or ‘right’). Successful completion of 
this stage leads to basic virtues of willpower and self-control. However, Newman and 
Newman (2007) comment that if a poor balance is achieved between these internal 
conflicts then the result may be an increase in ‘compulsive, repetitive behaviour’ 
(p.222). This repetitive behaviour is performed to help the now anxious child restrict 
their impulses and try to gain more self-control. Newman and Newman (2007) further 
note that this approach may not be successful and the heightened use of these 
behaviours may increase the likelihood of future difficulties occurring.
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In addition to this there is further literature, including empirical studies, that suggests 
that emotional regulation is the main function of rigid behaviours, and this will be the 
focus of the next section.
2.3.1 Emotional Regulation
Studies of childhood rigid behaviour indicate that children often perform rigid 
behaviours at times of greater distress. An example of this is evidence suggesting 
that rigid behaviour occurs at times of change (Evans et al., 1997). Periods of change 
are often associated with a greater level of distress in children and as such, it could 
be suggested that the behaviours are performed to help lower their distress. In 
support of this, Evans et al. (1999) have indicated a correlation between child rigid 
behaviours and anxiety. In this study, parents of children aged one to seven years 
were given two questionnaires. The first was the author’s adapted and shortened 
version of Garber et al. (1993)’s list of childhood fears. The second was the 
Childhood Routines Inventory (CRI), an inventory that measures compulsive-like 
behaviours in children. The study split the parents into two groups -  those with 
children aged between 13-48 months and those aged between 49-86 months. The 
study found that in the 13-48 month group, there was a near significant (p=.06) 
positive correlation between the total score on the CRI and the total number of fears 
endorsed. For the 49-86 month group, there was a significant correlation between the 
mean CRI score and the mean fear score. Zohar and Felz (2001) then attempted to 
replicate the study using an Israeli sample (although a different ‘fear’ questionnaire 
was utilised) and found that compulsive-like behaviours in children showed small, yet 
significant, correlations with four different types of fears (monsters, strangers, night 
terrors, harm) as well as shyness (correlations between .14 and .22). It is worth 
adding though that there are limitations to both studies. In terms of Zohar and Felz 
(2001) the research is not clear whether the score for compulsive-like behaviour 
signified the frequency the behaviours were performed or just the number of different 
ritualised behaviours performed. Furthermore, in relation to both, the use of ‘fears’ as 
a measure of anxiety may not be particularly valid. Anxiety in response to fear may 
occur in small isolated incidents. For example, a child may have a strong fear of 
snakes, but is only anxious about it once a year when they go to the zoo or when 
they are walking through long grass. A high score on these items can therefore not 
be contributed towards a high score on ‘general’ anxiety. In addition, both studies use 
the CRI, a measure of compulsive-like behaviours. As discussed in depth later in this
20
introduction, this may arguably not measure normative rigid behaviours in childhood, 
but rather more extreme examples of rigid behaviour.
For children to learn that rigid behaviours can be used to alleviate distress, it is 
arguable that they must be predisposed to thinking this. Evidence would suggest this 
is indeed the case.
An example of where this predisposition may begin in development might be during 
the process of going to bed. This is a period that is often perceived as a time of 
distress for a child (Gesall et al., 1974). It is thought that they have feelings of 
separation anxiety, and also feelings of aggression since their parents are not 
allowing them what they want - to be with them (Parsons, 2007). This aggression is 
particularly distressing for the toddler since it believes their aggressive thoughts will 
cause bad things to happen to their parents (‘Participation between thoughts and 
things’ (Piaget, 1929)) for whom they recognise they need. This makes the toddler 
feel as though they have little control over the situation and so to cope with the 
anxiety they perform a behaviour to ensure the negative effects will not occur (King & 
Noshpitz, 1991) -  a behaviour they feel will result in their wished outcome due to their 
‘dynamic participation’ cognitions. When the behaviour is reinforced through no harm 
coming to the parents an association is created between that particular behaviour 
and the outcome and so the same behaviour is then utilised again with similar effects. 
This then predisposes the child in recognising the value of rigid behaviours. From a 
cognitive-behavioural perspective, the rigid behaviour then becomes a safety 
behaviour. That is, the behaviour makes the child believe it is the cause for stopping 
bad things from happening when in actual fact it restricts the child from fully 
challenging whether the reason for their initial distress was actually valid in the first 
place.
Another example that predisposes a child into recognising the value of rigidity in 
toddlerhood appears to come from a toddler believing that an object/toy at bedtime is 
the reason they stay safe. Winnicott (1958) discusses this object in terms of it being a 
‘transitional object’. This is an object that the child initially uses to represent the 
soothing properties of a mother when the mother is not there, but over time can 
actually become more important than the mother at times of stress. The object 
contains many of the essential qualities of the mother including its ability to survive 
instinctual loving as well as hatred and pure aggression and as such the child needs
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it to soothe them and to protect them, just as they used to use their mother for this 
purpose. As Mahler (1972) describes, the value of the transitional object is its ability 
to move the toddler away from the mother physically, but still remain symbolically with 
them at the same time. Therefore, when the mother leaves -  for example, at bedtime 
- the child seeks out the object. Whereas before the child would become distressed 
when it needed its mother, the child now becomes distressed due to needing the 
object. This behaviour is then reinforced when the child spends a safe night with the 
object causing the predisposition in the child that a particular object is useful in 
lowering distress.
An analysis of brain systems also supports the idea that a young child is predisposed 
to recognising the value of rigid behaviour. It is theorised that rigid behaviour 
commences around the age of two years (Evans et al., 1997; Zohar & Felz, 2001) 
and this coincides with a time that child cognitions appear to be maturing and they 
are able to begin to store and retrieve information (Thornton, 2008). Therefore, at this 
age the child is able to remember the acts that occurred prior to the period of safety, 
and if Piaget’s theory in the intrinsic cognitions surrounding ‘dynamic participation’ is 
true then they believe that these acts are what caused them to remain safe.
Further evidence that childhood rigid behaviour is associated with anxiety can be 
found in additional neuropsychological literature. Pietrefosa & Evans (2007) suggests 
that common neuropsychological mechanisms underlie childhood rigid behaviour and 
OCD symptoms. Their suggestion is based on results indicating that children with 
heightened rigid behaviours performing similarly to subjects with OCD on set-shifting 
and response inhibition tasks. (Bannon et al., 2002; Lucey et al., 1997; Pietrefosa & 
Evans, 2007). A reason for this effect could be that when the body is in a state of 
heightened emotional arousal our executive functions of the brain such as planning 
and problem solving are negatively affected (Lezak et al., 2004) and this could 
arguably lead to the use more primitive ways of thinking, such as precausal magical 
thinking styles (Piaget, 1930). This could then lead to more rigid behaviours that are 
conditioned through positive reinforcement. Additional support for this hypothesis 
could come from research suggesting that even as adults we are more likely to utilise 
rigid behaviours at times of anxiety. This link was arguably documented first in adult 
anthropological studies literature, with Malinowski (1922) commenting that in primitive 
societies the degree to which rigid behavioural ceremonies were performed in relation 
to a future event was positively correlated with the degree of control perceived for
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that future event. For example, in observing Melanesian Islanders, Malinowski 
discovered a much higher level of rigid behaviour when attempting to cure illness, 
influence weather patterns or sail into deep waters than they had when attempting to 
plant crops, build boats, or undergoing fishing expeditions in the close waters. 
Following this, others have also shown the link between anxiety and rigid behaviours 
(Markle, 2010; Rozin etal., 1986).
The literature therefore suggests that there is an association between child rigid 
behaviours and heightened emotion, with children predisposed at an early age to the 
belief that rigid behaviours can help them emotionally regulate, and this belief then 
continues through development. Therefore, given this, it raises the possibility that 
external factors associated with child anxiety may also be associated with a child’s 
use of rigid behaviour. Some of these factors may well be parental based. For 
example, it has long been established that the attachment relationships between a 
parent and their child can have an effect on a child’s anxiety (Bowlby, 1973). This 
next section will therefore focus on parental factors that may be associated with child 
anxiety and as such a child’s level of rigid behaviour.
2.4 External Factors affecting Levels of Rigid Behaviour
2.4.1 Parental Magical Ideation
One factor that may affect a child’s level of rigid behaviours is their parents’ level of 
magical ideation. Magical ideation has been broadly defined as the belief that 
thoughts, words or actions can serve to control situations through rules that are 
outside of normal cultural concepts of scientific effect or transfer of information.
Current literature indicates that level of magical thinking in adults is often used at 
times of a perceived lack of control (Gallagher & Lewis, 2001; Malinowski, 1922; 
Rozin et al., 1986) and has been linked to anxiety disorders, namely, obsessive 
compulsive disorder (Einstein & Menzies, 2004). Therefore, a parent who utilises 
more magical thinking styles could arguably be naturally more anxious. However, 
although this may impact on a child, recent research indicates that magical thinking is 
not connected to attachment style (Meins et al., 2008), although it is acknowledged 
that this paper observed the attachment relationship from the child’s point of view.
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Another reason that parental magical ideation may affect a child’s level of rigid 
behaviours is because cultural studies indicate that children’s belief in magic can be 
affected by those around them (Subbotsky, 2010). Therefore, if a child is around 
others who have magical beliefs, they may be more sceptical about the logical 
reasoning arguments that they are learning in school thereby making them less likely 
to reduce their rigid behaviour.
2.4.2 Parental Obsessive Compulsiveness
Another factor that may affect a child’s level of rigid behaviour is the level of 
obsessive compulsiveness (GO) in their parents.
Parental DC behaviour may lead to an increase in rigid behaviours through 
increasing child anxiety. One of the characteristics of GO behaviour is that it causes 
distress to the individual (American Psychiatric Association, 2000). This distress may 
be biologically passed down, with studies suggesting that if a parent suffers from an 
anxiety disorder then their children are more likely to also suffer from an anxiety 
disorder, albeit not necessarily the same type of anxiety disorder (Hettema et al., 
2005; Merikangas et al., 1999; Robinson et al., 1992). Psychologically, a parent’s 
distress may also make them less likely to be able to contain and understand their 
child’s anxieties at a young age. This could lead to an effect on attachment. An 
example of the process by which this could occur can be seen in psychodynamic 
theory. During the early stages of development a child requires their parent to 
process their impulses and sensations (Bion, 1967) and give them sense and 
meaning. This process of containment is important in the formation of a secure 
attachment relationship (Douglas, 2007) and requires a parent to be aware when 
their feelings of anxiety are the child’s and when they are theirs (Winnicott, 1960). If 
the parent’s heightened distress means they struggle to recognise what is their 
anxiety and what is their child’s, then this then this could result in an anxious 
attachment style forming, with the child feeling less secure and more anxious in their 
surroundings resulting in the child performing rigid behaviour in order to try to 
regulate these anxious emotions.
In relation to a specific attachment style, individuals with GCD are often associated 
with the ambivalent attachment style (Doran & Kyrios, 2005) and this could affect the 
child’s ability to progress through the second stage of psychosocial development 
(Erikson, 1977). Guidano and Liotti (1983) describe an anxious-ambivalent parental
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style as possibly creating an ambivalent self-concept in the child, whereby the child 
does not possess a unified view of themselves leading them to often being anxious 
about themselves and their relationships with others. The inconsistent responses 
associated with the ambivalent attachment may lead to an increased chance of 
confusion for the child during the aforementioned second stage of psychosocial 
development (Erikson, 1977). This confusion may be due to not knowing whether 
behaviour they have performed is correct or ‘right’, leading them to be less confident 
about thinking and acting for themselves causing an increased chance of rigid 
behaviours that restrict their impulses for which they are unsure about (Newman & 
Newman, 2007).
In continuation with attachment, during the early stages of life a child utilises their 
parent to help them plan and problem-solve many aspects of their lives. 
Neuropsychological literature suggests though that individuals with OCD have deficits 
in their frontal lobe functioning, in particular, in their planning and problem-solving 
abilities (Kuelz et al., 2004). Theoretically this could then have an impact on their 
child, with their child perhaps learning less adaptive problem solving skills through 
observation of their parents.
Connected to this last point, parental OC behaviour may also lead to an increase in 
rigid behaviour through a social modelling route. Evidence suggests a child may learn 
particular fear responses from the observation of how their parents respond to their 
fears (de Rosney et a!., 2006; Muris et a!., 1996). Therefore, if a parent utilises 
compulsions to regulate their anxiety, then a child may be more susceptible to 
learning the same regulation behaviour. Furthermore, irrespective of learning that this 
is a useful fear response, a child may simply have an increased number of rigid 
behaviours due to being around others who model this behaviour (Bandura, 1971).
Additionally, parental 0 0  behaviours could be replicated by a child in order for them 
to feel a member of a family group. Social psychology theory states that the desire to 
be a valued member of a group often means a person will adopt group norms 
whenever they identify with a group (Smith & Mackie, 2007). In many respects this is 
akin to a more cultural rigid behaviour since it is linked to group identity, however, its 
use at a young age may be more linked to an attachment need. Either way, the 
behaviour may restrict the child’s ability to learn positive problem solving strategies.
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Finally, the effects of a parent’s OCD may lead to a child becoming involved in their 
parent’s difficulties. For example, a parent who is very concerned about cleanliness 
(a common symptom of OCD) may involve a child in their compulsions and ensure 
the child recognises the value of cleanliness themselves. Conversely though, a 
parent with OCD may have a heightened awareness of the negative connections to 
this behaviour and could lead to any child rigid behaviours not being tolerated with 
the parent becoming very hostile towards any sign of rigid behaviour being 
performed. This could lead to feelings of rejection and heightened anxiety and raises 
an important point concerning the effect of parental style on a child’s behaviour and 
anxiety.
2.4.3 Parental Style
Baumrind describes parenting styles in terms of three categories: Authoritative, 
Authoritarian and Permissive (Baumrind, 1971). An Authoritative style of parenting 
represents the exceptional balance of responsiveness and demandingness. It 
represents high notions of warmth, support, consideration, autonomy and clear 
reasoned explanation for actions. This style has been likened to those displayed in a 
secure attachment relationship (Neal & Frick-Horbury, 2001). An Authoritarian style 
of parenting represents parenting that is highly restrictive, extremely demanding and 
often overprotective. It represents high notions of anger, hostility, criticism, 
punishment, firm rules, physical punishment and little explanation for actions, many of 
which are akin to anxious-avoidant attachment relationships (Kochanska et al., 1989). 
Finally a Permissive style of parenting represents a non-restrictive attitude, imposing 
few adult demands and often the extremes of either indulging or neglecting their 
child’s needs. It represents notions of weakness, inconsistency, spoiling and giving in 
to a child (Baumrind, 1971), and although not as clear, the parent who fosters an 
anxious-ambivalent attachment may also mirror Permissive parenting (Neal & Frick- 
Horbury, 2001).
Authoritative parenting attributes have been linked to children with lower levels of 
anxiety (Stark et al., 1990; Stark et al., 1993; Wolfradt et al., 2003), which could mean 
that parenting with these styles may have children displaying less rigid behaviours. In 
contrast. Authoritarian parenting styles have been linked to children with higher levels 
of anxiety (Alonso et al., 2004; Amir et al, 2000; Wolfradt et al., 2003) and general 
mental health problems (Baumrind, 1991; Lamborn et al., 1991; Steinberg, 1990).
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One of the main ways in which Authoritarian parenting may create child anxiety and 
rigid behaviours is through its association with overprotectiveness and criticism. This 
could be theorised to have a negative effect on a child’s development in either the 
second or third stage of psychosocial development (Erikson, 1977). During the 
second stage (one to three years), overprotective or critical parenting may restrict a 
child from gaining confidence in their own views, opinions and ability to act for oneself 
and lead them to feel doubtful that these ideas, opinions and acts are valid. If this 
negative result occurs at this stage then the child may perform repetitive behaviour 
(Newman & Newman, 2007). In terms of the third stage (between four and six years), 
a child is trying to traverse feelings of ‘initiative’ and ‘guilt’ (Erikson, 1977; Newman & 
Newman, 2007). The child wants to be more independent, initiate more behaviour 
and be more in control of their environment. However, they also have feelings of guilt 
that they may be performing behaviours that are ‘wrong’ or ‘incorrect’ from the view of 
their parents. Given this, if a parent is more overprotective and critical, a child in this 
stage is likely to feel more guilt, believing their independent behaviours are wrong. 
These feelings of guilt could then lead to either more repetitive behaviour or the 
introduction of new rigid behaviour to help regulate their emotion.
From an arguably more systemic perspective, overprotective/critical parenting may 
lead the child to be very sheltered and/or afraid to venture out independently. As a 
result the child may either perceive the world to be dangerous, or perceive the world 
to be dangerous if their parents are not around. This may lead them to become very 
dependant on their parents requiring frequent attention to reassure the child they will 
not be left and restricting the child from a) recognising that the environment around 
them is not as dangerous as they thought, b) learning positive problem solving 
strategies so that they can exert some control over their environment (Hudson & 
Rapee, 2009).
The effects of not rewarding independence and not promoting positive problem 
solving strategies has been seen in research by Barrett et al. (2002). The research 
indicates that parents who perform this type of behaviour are associated with children 
who are less confident in their ability to solve a problem and are less likely to use 
positive problem solving strategies such as brainstorming solutions, discussing 
possible solutions and consequences, and developing plans for facing a situation. 
Interestingly though, the children whose parents performed this behaviour in this 
study had OCD. The children and their parents were compared with other children
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(and their parents) who had either another anxiety disorder or no anxiety disorder. 
This could indicate that OCD behaviour may create less confidence in a parent 
regarding their child’s ability and it could be rigid behaviour that promotes 
Authoritarian styles of parenting. Alternatively, the style of parenting may be more 
likely to specifically create compulsions. What the research also indicates though is 
that the OCD behaviour may be maintained by the system the child lives in and that 
there could be a certain narrative occurring in these families of not trying to work 
through difficulties and just to use ‘quick fixes’ that maintains the OCD behaviour. 
Although the link between this study and child rigid behaviours is not certain (given 
that it is unclear whether child rigid behaviours are developmentally linked to OCD), 
the study could give a suggestion that children with rigid behaviours may be more 
likely to be part of a system that demonstrates less positive problem solving, as an 
Authoritarian parenting system may provide.
In further association to family narratives, Amir et al. (2000) formulates that 
compulsive behaviours may be part of a family system link to ‘punishment’. They 
state that children of critical parents may perform more compulsive behaviours as a 
way to criticise their parents for their parenting. This may then lead to a reoccurring 
cycle of criticism escalating the use of the compulsive behaviour which now 
represents a new function in addition to being one of helping to regulate distress.
Finally, Authoritarian parenting may also be associated with rigid behaviour because 
it shares many similar styles to an Avoidant Attachment style (Kochanska et al.,
1989). This suggests that the style could be associated with difficulties in containment 
in very early development leading to later anxiety.
As with Authoritarian parenting. Permissive parenting has also been shown to be 
connected to an increase in anxiety, in particular to family dysfunction and distress 
(Calvocoressi et al., 1995). One of the reasons for this is thought to be its 
accommodating nature. Parents who perform this style of parenting have been 
associated with children who have higher levels of anxiety and compulsive-type 
behaviours (Stewart et al., 2008). This is theorised to occur because by 
accommodating the behaviour the child does not learn new problem solving 
techniques and they do not learn that the anxiety causing the rigid behaviour may not 
be as dangerous as thought, maintaining the actual anxiety about the situation, and 
keeping the cycle occurring.
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A more direct way in which parental styles may lead to rigid behaviour could be 
through social modelling. An Authoritarian style has been linked to high levels of 
rigidity (Brown, 1953) and a greater belief in ‘fate’ (Morrison et al., 1993). If children 
pick up on this rigidity and level of magical thinking, this could theoretically increase 
the amount of rigid behaviours they perform (Bandura, 1971). Furthermore, as stated, 
the literature indicates that Authoritarian parenting style is associated with less 
positive problem solving strategies. Although one could assume this could lead to 
greater anxiety, it could be hypothesised that a child is quite comfortable with their 
approach, particularly if their parents are modelling that these approaches are 
appropriate.
The research therefore indicates that these three factors (Parental Magical Ideation, 
Parental OC symptoms and Parental style) may be associated with level of rigid 
behaviour. In addition, the research indicates that the behaviours a parent performs 
appear to be associated with a child’s level of anxiety. Despite this though, there is 
limited research surrounding the actual response that parents give to their child’s rigid 
behaviours alone. Furthermore, throughout the literature concerning rigid behaviours 
in childhood, the CRI was used as the measure. Whilst this measure appears to have 
been used as a measure of normative childhood rigid behaviour, the author feels 
there is a weakness in using it for this purpose and this will now be discussed.
2.5 Measure of Rigid Behaviour: Child Routines Inventory (CRI, Evans et al., 1997) 
The CRI is a 19-item questionnaire that was originally used in a sample of children 
ranging from 8 to 72 months (Evans et al., 1997) although since then the main author 
has used it in samples up to eight years of age (Pietrefosa & Evans, 2007). The 
questionnaire consists of ritualistic behaviours “originally chosen by the authors as 
reflecting DSM-IV symptoms for compulsivity, placed in the context of childhood” 
(Evans et al., 1997, p.60). Whilst the questionnaire has been used in a number of 
studies investigating rigid behaviour in non-clinical samples, the author feels that the 
generation of the items through a top-down approach in utilising the DSM-IV 
(American Psychiatric Association, 2000) leans the questionnaire to analyse rigid 
behaviours that are more towards the pathological end of the spectrum, even if they 
are worded in a normative way.
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This is an important weakness since normative childhood rigid behaviours have not 
conclusively been shown to be linked to pathological behaviours, with no prospective 
longitudinal study indicating the two types of rigid behaviour to be synonymous. 
Furthermore, they are believed by some to be conceptually different from their 
pathological counterparts (Freud, 1965; Rapoport & Inoff-German, 2000).
In addition, the method used to create the CRI measure also appears to limit the 
richness of the questions, and makes them too general. For example, one question 
states ‘does your child have persistent habits’. This question could be considered 
vague, and open to various interpretations. Another question states ‘does your child 
prepare for bedtime by engaging in a special activity or routine, or by doing or saying 
things in a certain order or a certain way’. This question is less vague, but also covers 
much behaviour. For example, is a child who always has / wants a bedtime story, the 
same as the child who meticulously lines up his bedroom toys before he turns his 
light off. It could be construed not, yet the question may apply to both if the parents 
consider a bedtime story to be part of a special routine they have developed in order 
to help their child go to sleep.
Another weakness is the use of a small number of researchers to come up with the 
CRI items. This could have had an impact not only on the validity of the behaviours 
chosen, but also the variety of the behaviours. Children often present rigid behaviours 
in the home setting (Swedo et a!., 1989), and this appears to necessitate an 
importance of parental reports in compiling the questions.
A further weakness of the CRI concerns the wording behind its questions. 
Specifically, it is unclear whether the question relating to the amount the child 
performs each behaviour represents how often the child has ever engaged in the 
behaviour, or how often the child currently engages in the behaviour. In their initial 
description of the questionnaire, Evans et al, (1997) state the question as “How much 
/ often has the child engaged in (the following) ritualistic behaviours” (pp.60). This 
suggests it is asking the former. Furthermore, Bolton et al. (2009) indicate through a 
personal communication in 1999 with Evans that the wording of the Likert question 
should be altered to represent present day behaviours. This again suggests the 
former was originally used. However, it also suggests other studies may have used 
the latter question. Unfortunately, it is not always clear from these other studies which 
question was used, and therefore leads to uncertainty surrounding what the results of
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these studies indicate. For example, the Evans et al. (1999) paper indicates a 
correlation between compulsive behaviours and fears. However, it does not explicitly 
state which question was used making it questionable whether a present-day 
correlation exists, and therefore whether this counts as evidence towards rigid 
behaviour being used for emotional regulation purposes.
In summary, childhood rigid behaviour appears to be similar to pathological rigid 
behaviour in function. These behaviours predominantly occur between the ages of 
two to six years commencing prior to the full development of causal reasoning 
cognitive processes, and are theorised to be the result of a magical belief system that 
continues to exist throughout our life. Psychological research suggests that the main 
function of the behaviour appears to be one of emotional regulation, and 
psychological theory and research suggests that parental level of magical ideation, 
parental level of obsessive-compulsiveness and parental style (in particular. 
Authoritarian and Permissive styles) could each affect their child’s use of rigid 
behaviours by raising their anxiety. Furthermore, psychological theory also suggests 
that these parental traits could also impact on a child’s level of rigid behaviour in 
other ways, for example through social modelling. However, although these links may 
occur, as yet they have not been fully investigated, at least not through using a valid 
measure of normative rigid behaviours. The CRI has been used in some studies 
investigating some of these areas, but this measure was generated from a 
pathological framework, and has perceived weaknesses in the reliability of its 
questioning and the responses that may be produced. Furthermore, there exists no 
literature that has recorded the parental response specifically to these rigid 
behaviours, and whether certain responses may be linked to more or less rigid 
behaviours. The rigidity of childhood rigid behaviours can sometimes be perceived as 
‘tyrannical’ (Gesall et al., 1974, p. 166). This perception may lead to a hostile family 
dynamic between parent and child, affecting an attachment relationship and the 
child’s psychosocial development and thereby maintaining the rigid behaviours. 
Given the importance of an attachment relationship, the importance of containment in 
the early years, and the importance for a child to develop independence and positive 
problem solving skills, the author perceives it to be necessary for further research to 
be completed that enables a greater understanding of rigid behaviours and help a 
family gain a greater understanding of their child.
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2.6 Aims and Hypotheses of Study
• The first aim of this study was to create the Childhood Rigid Behaviour 
Questionnaire (CRBQ): a psychometrically sound, parent-defined measure of 
common childhood rigid behaviour performed in the present day in non-ASD 
children. The criterion validity of the scale would be assessed utilising the 
CRI, whilst an analysis of the measure’s Cronbach’s Alpha would determine 
the internal consistency. It was hoped this measure would significantly 
contribute to the literature by ascertaining normative rigid behaviours and 
seeing whether these behaviours clustered into groups thereby gaining an 
idea of the possible conceptual frameworks behind these behaviours.
• At the same time as devising the CRBQ, there was an aim to ascertain typical 
parental responses to these rigid behaviours, and then see how these 
parental responses correlated with frequency of rigid behaviour. This was to 
see whether a particular direct response could be associated with the 
behaviour. Although no direct parental response was known at this stage it 
was thought that more hostile or accommodating direct responses may be 
associated with increased rigid behaviour given the literature surrounding 
parental styles and anxiety.
• The third aim of the study was to correlate the CRBQ with a measure of child 
anxiety. It was hoped that this would contribute to the literature by 
ascertaining if the theoretical link that emotional regulation is a main function 
of the frequency of rigid behaviour transmitted into empirical research 
findings. It was hypothesised that this would be the case.
• The fourth aim of the study was to correlate the CRBQ with a measure of 
parental magical ideation to see if parental magical ideation may be 
associated with frequency of rigid behaviour. It was hypothesised that a 
positive correlation would occur.
• The fifth aim of the study was to correlate the CRBQ with a measure of 
parental obsessive compulsiveness and to see if parental obsessive 
compulsiveness may be associated with frequency of rigid behaviour. It was 
hypothesised that a positive correlation would occur.
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• The sixth aim of the study was to correlate the CRBQ with a measure of
parental style that specifically uses Baumrind’s three parental typologies
(Baumrind, 1971). The literature indicates that Authoritarian and Permissive 
parenting are linked to anxiety in children and it was hypothesised that these 
two styles would be positively correlated with frequency of rigid behaviour.
• The seventh aim of the study was to ascertain which factors most predict
frequency of rigid behaviour in children. Utilising the data obtained from the
above correlational analyses, it was hypothesised that child anxiety would be 
a significant predictor of rigid behaviour given the level of research and theory 
that suggests a link between the two. Furthermore, it was hypothesised that 
the parental measures would also account for a proportion, albeit smaller, of 
the variance in frequency of rigid behaviour.
Finally, this study forms the first part of a cohort study. The primary aim of this cohort 
study is to assess whether level of rigid behaviour in childhood and parental response 
to these rigid behaviours is linked to behavioural and emotional characteristics later in 
life.
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3. Method
This section is presented in two parts. The first section describes the development of 
the Child Rigid Behaviours Questionnaire (CRBQ). The second section describes the 
methods adopted to analyse the psychometric properties of the CRBQ. This latter 
section will also incorporate the method adopted to compare the newly developed 
CRBQ with other questionnaires relating to child anxiety, parental style, parental 
obsessive-compulsiveness and parental magical ideation.
3.1 Study One: Developing the CRBQ
3.1.1 Participants
28 participants (4 males, mean age: 35.5, SD: 2.18; 24 female, mean age: 36.2, SD: 
2.52) were recruited for this stage of the study via advertisements on the staff 
university email system (see Appendix A). All had an ethnicity of White British. There 
were two main inclusion criterion. The first was that they were the parent of a child 
aged between four and six years. This was because research suggests children 
perform childhood rigid behaviours during this age range (Evans et al., 1997). The 
second participant criterion was that their child did not have a learning disability or 
mental health diagnosis. This criterion was inserted to ensure the rigid behaviours 
obtained for the measure were produced by typically developing children, thereby 
ensuring the behaviours could be deemed normative'.
Although twenty-eight parents were interviewed, thirty-one children were discussed. 
This was because three of the participants had two children aged between four and 
six years. The age and gender distribution of the parents’ children were as follows: 8 
children aged four (5 males, 3 females), 12 children aged five (5 males, 7 females) 
and 8 children aged six (5 males, 3 females).
3.1.2 Design
The design of this part of the study involved the use of semi-structured interviews. 
The semi-structured interview questions were designed to ascertain a comprehensive 
list of all the rigid behaviours that the parent’s child performed throughout the day and 
also the parental response to these behaviours (see Appendix B for the interview 
structure). Participants were recruited for the interviews until saturation had been 
reached on responses; that is, participants were consistently giving examples of 
behaviours and responses that had already been given or were conceptually highly
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similar to those given in prior interviews. This lead to the assumption that the majority 
of normative rigid behaviours had been discovered suggesting no need to continue 
interviewing.
3.1.3 Procedure and Apparatus
Each participant took part in a semi-structured interview lasting between 17-35 
minutes. Each participant received an information sheet about the study (see 
Appendix C) and gave their consent prior to the interview (see Appendix D for 
consent form). All interviews were recorded utilising an Olympus WS-300M digital 
dictaphone with the permission of the participants. They were then transcribed 
verbatim (see Appendix E for an example of a transcription) and then content 
analysed to ascertain the items to use for the questionnaire.
3.1.4 The Development of the CRBQ Items
To maximise construct validity, all examples of rigid behaviours from the semi­
structured interviews were written verbatim in a list, irrespective of if they had already 
been stated. This created a list of 174 behaviours (italicised to promote later 
understanding of this methodological process). However, given that many of the 
behaviours were the same or very similar a process took place to reduce the number 
of these items. This was performed in order to generate a questionnaire that did not 
contain items that encapsulated the same behaviour (thereby producing a unreliable 
total score) and that could also be quickly and easily used by clinicians (and parents).
The first stage of this process involved a trainee clinical psychologist using clinical 
judgement to recognise very similar behaviours and to incorporate them into one 
specific item. For example, the list contained the items “has to have toy giraffe in bed 
with them’ and ‘will not sleep without Brian the Lion’. These were made into has to 
have a certain toy / item at bedtime’. This produced a list of 32 items (italicised to 
promote understanding of this methodological process) that were felt to reflect the 
174 behaviours.
The second stage of the process ensured the analysis had high reproducibility, 
something that is considered a minimum standard for content analysis (Weber,
1990). This was obtained by asking five postgraduate psychologists - with experience 
of working with and/or having children - to allocate each of the 174 behaviours to the
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item they felt best fit that behaviour, or tick a separate box if they felt none of the 32 
items accurately reflected a behaviour.
The result of this process indicated that three of the 32 items failed to reflect more 
than one of the 174 behaviours. These items were therefore dropped since it was 
deemed that they either represented more idiosyncratic than normative rigid 
behaviour, or that another questionnaire item more specifically reflected the 
behaviour.
However, although 164 of the 174 behaviours were unanimously felt to be reflected 
by one of the 32 items, eight of the 174 behaviours were not. To cater for these, the 
third stage involved the creation of three questionnaire items by one research 
psychologist, one health psychologist and one trainee clinical psychologist to reflect 
these eight behaviours.
Finally, the fifth stage involved one research psychologist, one health psychologist 
and one trainee clinical psychologist individually allocating the original 174 behaviour 
to one of the final 32 items. Unanimous inter-rater agreement on all behaviours was 
obtained with each questionnaire item accurately reflecting at least two of the 
behaviours generated from the semi-structured interviews.
3.1.5 The Parental Response Items.
Each of the 174 child behaviours included a parental response. However, unlike the 
child behaviours, the vast majority of these responses were the same, for example 
thirty-two of the responses included the word ‘distract’. Even so, one research 
psychologist, one health psychologist and one trainee clinical psychologist completed 
a content analysis of the semi-structured interviews, unanimously concluding that 
parent’s perform one of six different parental responses following their child 
performing a rigid behaviour.
3.1.6 Piloting
Four parents of children aged four to six years were asked to provide feedback on a 
range of factors including layout, length and ambiguity of the questionnaire. The order 
and font size of the questions were subsequently modified to maximise questionnaire 
completion. One question was also rewritten due to one parent believing it to be a 
little unclear.
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The piloting resulted in a final 32 item CRBQ questionnaire, with six additional 
questions related to parental response. The questionnaire used a five-point Likert 
response scale: never, once in a while, about half of the time, very often and always 
(coded as 0 to 4). The child behaviour part of the questionnaire was introduced by 
stating “These questions relate to your child aged between 4-6. In relation to your 
child, rate how often they currently exhibit each of these behaviours”. The items 
included: ‘Wants to sit next to a certain family member during a particular time of the 
day’ and ‘Has a preference for a particular plate or cutlery at mealtimes’. See 
Appendix F for a copy of this initial measure.
The additional parental response questions were introduced by stating “In thinking 
about your above responses to the behaviours that your child shows, please rate how 
often you do the following six responses (using the above 0-4 code)”. The items 
included “I ignore him/her” and “I give reassurance to him/her”. See Appendix G for a 
list of these items.
3.1.7 Ethical Issues
This first part of the study was granted favourable ethical opinion by the University of 
Surrey Arts and Human Sciences Ethical Committee (see Appendix H). The 
procedures followed were in line with principles outlined by the British Psychological 
Society (2000) and the Data Protection Act (1998). Participation was voluntary and 
confidentiality guaranteed. The information sheet contained information about the 
study as well as contact details of the researchers in case they had any questions 
following the interview.
3.2 Study Two: Validation of the CRBQ and associations with other measures.
An examination then took place into the factor structure, reliability and validity of the 
CRBQ and its associations with other measures.
3.2.1 Participants
Parents of children aged four to six years were recruited via five primary schools in 
the Surrey and Hampshire region through the distribution of questionnaire packs. All 
parents responded to information that described research into rigid/repetitive 
behaviours. A total of 622 questionnaire packs were sent out. The inclusion criteria 
for this study were: (1) for the participant to be a parent of a child aged between four
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and six years and (2) for the said child to be without any known learning disability or 
mental health diagnoses. Return of the questionnaire served as consent. A total of 
113 completed questionnaires were returned (18.2% response rate). However, one 
respondent did not fulfil criteria (1) and two did not fulfil criteria (2). Therefore a total 
of 110 participants including 7 males and 103 females aged 23 to 46 (mean = 37.39; 
SD = 4.33) completed valid questionnaires. The majority of the participants were 
White (97.3%) and a large proportion held a postgraduate degree/diploma (33.6%). 
The children of whom the parents were commenting on consisted of 49 males and 61 
females aged 4 years 0 months to 6 years 11 months (mean = 5.50 years; SD = 0.79 
years). The demographics of the study participants can be found in Table 1.
Table 1: Demographics of the study participants.
Demographic N %
Parent Gender
Male 7 6.4
Female 103 93.6
Parent Age (years)
22-28 4 3.6
29-35 28 25.5
36-42 68 61.8
43+ 10 9.1
Parent Ethnicity
White 107 97.3
Mixed 1 0.9
Black / Black British 1 0.9
Other 1 0.9
Parent Highest Qualification
GCSE / 0  level / CSE 22 20
A/AS Level 11 10
Diploma 10 9.1
Degree 30 27.3
Postgraduate Degree / Diploma 37 33.6
Child Gender
Male 49 44.5
Female 61 55.5
Child Age (years)
4 29 26.1
5 45 40.5
6 36 32.4
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3.2.2 Measures
3.2.2.1 Measure for Construct Validity
Construct validity was measured by correlating the scores of the CRBQ with the 
Childhood Routines Inventory (CRI) (Evans et al., 1997)
The Childhood Routines Inventory (CRI; Evans et al., 1997, see Appendix I)
The CRI was developed to assess compulsive-like behaviour in young children aged 
8 to 72 months (Evans et al, 1997) although since then the main author has used it in 
samples up to eight years of age (Pietrefosa & Evans, 2007) . It was created as a 
reflection of DSM-IV symptoms for compulsivity that had then ‘been placed in the 
context of childhood’ (Evans et a/., 1997, pp.60). The CRI consists of 19 items on a 
five-point Likert scale. It has been used in a number of studies and shown to have a 
good overall internal consistency (Cronbach’s alpha for the single construct of 
‘compulsive-like behaviours’ = 0.89). The question used to introduce the CRI 
questionnaire was the alternative present-day question used by Bolton et al. (2009) 
following a communication with David Evans, the main author of the CRI (see Bolton 
et al. 2009). This approach made the CRI questionnaire similar to the CRBQ, leading 
to higher construct validity when comparing them. It was hypothesised that the total 
frequency of rigid behaviours, would be relatively similar to their total frequency score 
on the CRBQ given the similarity of the constructs.
3.2.2.2 Measures for Association Analyses
To analyse the CRBQ’s association with child anxiety, parental style, parental 
obsessive-compulsiveness and parental level of magical ideation the following 
questionnaires were also sent out
The Spence Preschool Anxiety Scale (SPAS; Spence et al., 2001, see Appendix J) 
The SPAS was developed as a parental measure to assess levels of anxiety in 
children aged between two and six years. It is the younger-child version of the 
arguably better known Spence Childhood Anxiety Questionnaire (SCAS, Spence, 
1997) which has norms from age six. Given this, the SPAS was considered the more 
appropriate questionnaire in this study. Like the SCAS, the SPAS has been used in a 
number of studies and has been translated into three languages. The scale includes 
28 items on a five-point Likert scale and reflects areas of social phobia, separation
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anxiety, generalised anxiety, obsessive-compulsive disorder and fears of physical 
injury. When combined these create a total anxiety’ score which along with the five 
factors has been shown to have good internal consistency (Cronbach’s alpha: 0.59 to 
0.86 (the latter being the total anxiety score -  Broeren & Muris, 2008)). Broeren and 
Muris (2008) have further shown the SPAS to have good construct validity through its 
high correlations with the Children’s Moods Fears and Worries Questionnaire 
(CMFWQ; Bayer et al., 2006). In this study the SPAS ‘total anxiety’ score excluding 
Obsessive Compulsive questions was used to assess whether child anxiety was 
related to levels of rigid behaviour in young children. The exclusion of the OC 
questions was to address the possibility that a correlation might be spurious and 
attributable to item overlap between the CRBQ and SPAS OC subscale.
The Parenting Styles & Dimensions Questionnaire -  Short Version (PSDQ-S; 
Robinson et al., 2001, see Appendix K)
The PSDQ-S was developed as a measure consistent with Baumrind’s Authoritative, 
Authoritarian and Permissive parenting typologies (Baumrind, 1971). These three 
typologies represent the three factors of the questionnaire which have been shown to 
have adequate internal consistency (Cronbach’s alpha: 0.64 to 0.86) and adequate 
validity (Robinson et al., 2001). The authoritative’ typology is reflected in the 
questionnaire with items related to being warm, supporting, reasoning and autonomy 
granting. Such items include I have warm and intimate moments together with my 
child’, I give comfort and understanding when my child is upset’, I explain the 
consequences of my child’s behaviour’ and I allow my child to give input into family 
rules’. The ‘Authoritarian’ typology is reflected in the questionnaire with items related 
to being verbally hostile and non-reasoning. Such items include I scold or criticise to 
make my child improve’, I yell or shout when my child misbehaves’ and I use threats 
as punishment with little or no justification’. The ‘Permissive’ typology is reflected in 
the questionnaire items related to indulgence and includes I spoil my child’ and I 
give into my child when they cause a commotion about something’. Overall, the 
questionnaire has 32 items (rated on a 5 point Likert scale), although four of these 
items were deleted in this study. These four questions {‘Uses physical punishment as 
a way of disciplining our child’, ‘Spanks when our child is disobedient’, ‘Slaps child 
when the child misbehaves’ and ‘Grabs child when being disobedient’ formed part of 
the Authoritarian factor and were deleted due to insufficient resources for dealing with 
reports of child abuse or corporal punishment and the possibility of a social
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desirability bias. In this study the PSDQ-S was used to assess whether a specific 
parenting style was related to levels of rigid behaviour in young children.
The Obsessive-Compulsive Inventory Revised (OCI-R; Foa et al., 2002, see 
Appendix L)
The OCI-R is a self-report measure for assessing symptoms of OCD. It consists of 18 
items rated on a five point Likert scale evaluating level of distress related to areas of 
behavioural and cognitive symptoms of OCD including washing, checking, ordering, 
obsessing, hoarding and neutralising. Foa et al., (2002) indicated the measure to 
have good internal consistency (Cronbach’s alpha for total score: 0.90) and it has 
been utilised in a number of studies. Furthermore, Foa et al., (2002) demonstrated 
the questionnaire to have good construct validity due to high correlations with the 
Yale-Brown Obsessive-Compulsive Scale (Y-BOCS; Goodman et al., 1989), the 
National Institute of Mental Health Global Obsessive-Compulsive Scale (GOCS; 
Goodman & Price, 1992); and the Maudsley Obsessive-Compulsive Inventory 
(MOCI; Hodgson & Rachman, 1977). In this study the OCI-R was used to assess 
whether a parent’s level of obsessive-compulsiveness was related to levels of rigid 
behaviour in young children.
Magical Ideation Scale (MIS; Eckblad & Chapman, 1983, see Appendix M)
The MIS was developed to assess levels of magical ideation -  defined by Eckblad 
and Chapman (1983) as belief in forms of causation that by conventional standards 
are invalid’ (pp. 215). The MIS consists of 30 items requiring a true/false response. 
The measure is an extensively used scale in the research literature and has been 
shown to have good internal consistency (Cronbach alpha between 0.82-0.85) and 
validity (Eckblad & Chapman, 1983). In this study the MIS was used to assess 
whether a parent’s level of magical ideation was related to levels of rigid behaviour in 
young children. The responses were converted to 0 / 1 equivalents taking into 
account items that required reverse scoring with a higher score indicative of greater 
magical ideation.
3.2.3 Procedure
Questionnaire packs consisting of the six measures, a demographic information 
questionnaire (see Appendix N), information about the cohort study (see below) and 
a detailed information sheet (see Appendix O) were inserted into the book-bags of all 
children aged four to six years at each of the five primary schools. In addition, each
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school supplied a covering letter and/or message in their weekly newsletter detailing 
information about the study. Participants returned the questionnaire through either 
the Freepost envelope attached to the questionnaire pack, or by returning it to their 
school’s reception whereby they were collected by the author of this paper.
3.2.4 Cohort Study Opt-in
This study hopes to form the first part of a cohort study to assess whether level of 
rigid behaviour in childhood is linked to behavioural and emotional characteristics 
later in life. As such, included in the questionnaire pack was brief information about 
the cohort study and a request for contact information from the participant so that 
they could be contacted at a later stage and their current responses linked to future 
responses (see Appendix P). It was made clear that participants did not have to opt- 
in for this follow-up, even if they returned the current questionnaires, and that they 
were under no obligation to complete further stages even if they opted in. Forty 
respondents gave contact details for the purposes of the cohort study.
3.2.5 Ethical Issues
This second part of the study was granted favourable ethical opinion by the University 
of Surrey Arts and Human Sciences Ethical Committee (see Appendix Q). The 
procedures followed were in line with principles outlined by the British Psychological 
Society (2000) and the Data Protection Act (1998). Participation was voluntary, and 
confidentiality guaranteed. The information sheet contained information about the 
study as well as contact details of the researchers in case they had any questions.
3.2.6 Data Analysis and Missing Data
Analyses were conducted using SPSS 17.0. On questionnaires that had three or less 
missing items, the missing data were replaced using a means approach, that is, the 
mean for that item across all participants was used. None of the 110 questionnaires 
used in the analysis had more than three missing items.
3.2.7 Factor Analysis of the CRBQ
A sample size of 110 is considered adequate for conducting a factor analysis (Kline, 
1994). An item analysis was first performed to extract any items that showed limited 
or too much variability with other items. Factor analysis using the Principal Axis 
factoring extraction method with Direct Oblimin rotation method was then conducted
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to uncover relationships within the CRBQ items and then refine the questions to 
produce a conceptually clear questionnaire.
3.2.8 Internal consistency
The reliability of the CRBQ was examined using item-total correlations and Cronbach 
alpha coefficients.
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4. Results
This section is divided into three parts. The first part contains information regarding 
the development of the CRBQ. This includes information regarding the selection of 
the final items in the questionnaire, its factor structure, its reliability (internal 
consistency) and its validity (utilising the CRI).
The second part contains information about the relationship of the CRBQ with 
measures of child anxiety, parenting style, parental obsessive-compulsiveness and 
parental magical ideation.
The third and final part contains information relating to a regression analysis to find 
out the best predictors of the scores on the CRBQ.
4.1 The Development of the CRBQ
4.1.1 Selection of Items for Factor Analysis
Frequency tables were initially used to ascertain whether any item weighted heavily 
at either end of the five point scale. One item was deleted due to limited variability. 
On this question, 95% of participants responded with either ‘Never’ (81%) or Once in 
a while’ (15%) indicating the question had a low capacity to discriminate between 
participants. All other items had more varied responses, with no item having over 
90% of responses covering just two points on the scale. No item had a 
disproportionate amount of missing data (over 5%) indicating that all items were 
understood.
The correlation matrix and significance levels were examined to determine whether 
the 31 remaining items had shared variance, and whether any two items were highly 
correlated. All items presented with at least an adequate amount of correlation with 
the total (r > .3), and no item failed to achieve p<.01 significance with the total. This 
suggested each shared enough variance with other items on the CRBQ (Stevens, 
2009). In addition, no item was highly correlated with any other {R < .9). This 
suggested multicollinearity was not an issue (Field, 2005).
Preliminary analyses indicated the sample size and the data were appropriate for 
factor analysis. In terms of sample size, there was a ratio of circa 3.5 participants to 1 
variable which exceeds Kline’s 2:1 minimum recommendation (Kline, 1994) and is in
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line with Cattell’s minimum recommendation of 3:1 to 6:1 (Cattell, 1978). In terms of 
the data, the correlation matrix indicated most correlations to be greater than 0.3 and 
the Kaiser-Mayer-Olkin (KMO) measure of sampling adequacy was 0.878. 
Furthermore Bartlett’s test of sphericity was significant (D^= 2034.07, p < .001) (Field, 
2005; Stevens, 2009).
4.1.2 Factor Structure of the CRBQ
Principal axis factoring was used to analyse the responses on the CRBQ. Both 
Kaiser’s criteria (Kaiser, 1960) and Cattell’s scree-test criteria (Cattell, 1978) were 
considered when deciding on the number of factors to extract. Using Kaiser’s 
criterion, the un rotated solution revealed seven factors with eigenvalues > 1. 
However, this criterion is only considered accurate when there is less than thirty 
variables or when the sample size exceeds 250 (Field, 2005). Given this, the scree 
plot was analysed and revealed an inflexion at the point on the curve between factors 
four and five, indicating a four factor solution. The four factor solution accounted for 
55.85% of the variance, with the range of eigenvalues between 39.84 -  4.59.
The ‘Direct Oblimin’ method of rotation was used since the constructs were assumed 
to correlate due to their association with rigidity. Four distinct factors were obtained 
consisting of ten, four, three and three items respectively and no items loaded highly 
on more than one factor. The inclusion criteria in each factor was set to 0.512 which 
is in line with recommendations with a sample size of 100 (Stevens, 2009). Factor 
One was named ‘Order and Sequencing’ and accounted for 39.84% of the variance. 
It consisted of ten items and included items such as ‘Wants to perform certain acts a 
particular way’ and ‘Has to have toys in a particular order/way’. Factor two was 
named ‘Food and drink preferences’ and accounted for 6.27% of the variance. It 
consisted of three items including ‘Has a strong preference for a particular food, 
either all the time or at a particular time in the day and ‘Likes to get food a particular 
way’. Factor three was named ‘Wanting to feel secure’ and accounted for 5.15% of 
the variance. It consisted of four items including ‘Has to have a certain toy /  item at 
bedtime’ and ‘Is particularly concerned about safety’. Factor four was named ‘Person 
/ object preferences’ and accounted for 4.59% of the variance. It consisted of three 
items including ‘Wants to sit next to a certain family member during a particular time 
of the day’ and ‘Has a preference for a particular plate or cutlery at mealtimes’.
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Therefore, a total of 20 items were retained in the CRBQ (see Appendix R for final 
CRBQ measure). Table 3 shows the distribution of the responses in each factor. The 
distribution of responses indicated that parents perceived their children to perform the 
majority of the behaviours ‘Never’ and ‘Once in a while’.
Table 2: CRBQ Items and Item Statistics
CRBQ Item Factor 1
Factor loadings
Factor 2 Factor 3 Factor 4 M SD
23. Has to do things him/herself and if another 
person helps then child will want to redo task .751 -.134 -.046 .105 1.35 1.14 .529
independently.
24. Has to put certain item(s) in a particular .717 -.019 -.028 .139 .97 1.13 .580
place.
20. Does not like people moving/throwing .644 .080 -.083 .089 1.42 1.30 .477
away his/her things.
27. Wants to perform certain acts a particular .634 -.040 .324 .076 .78 .97 .718
way.
14. Wants to put a particular item of clothing .606 .197 .033 .141 .93 1.13 .649
on a particular way.
30. In a certain place a child wants to do a .593 .392 .114 -.181 .49 .78 .684
particular act.
19. Has to have toys in a particular order / .572 .070 .062 .217 .66 .95 .575
way.
22. Child wants to do a particular task before .571 .121 .083 .021 .61 .85 .470
or after an activity.
28. Child wants other(s) to perform a .539 .083 .408 -.017 .89 1.03 .711
particular act with him a particular way.
21. Has to complete something once started. .532 .136 .012 -.051 1.07 1.08 .346
5. Has a strong preference for a particular 
drink, either all the time or at a particular time -.096 .764 .057 .062 1.03 1.24 .600
in the day.
4. Has a strong preference for a particular 
food, either all the time or at a particular time .003 .729 .049 .030 .87 1.09 .582
in the day.
6. Likes to eat food a particular way .279 .598 -.036 -.022 .73 .95 .542
10. Has to have a certain toy/item at bedtime -.207 .082 .600 .095 2.30 1.62 .353
32. Is concerned about following certain rules .343 .031 .543 -.170 1.30 1.18 .522
properly
31. Is particularly concerned about safety. .295 .062 .529 -.127 .96 1.05 .487
11. Has to have a story at bedtime. -.014 .012 .522 .078 2.77 1.34 .301
15. Wants to sit next to a certain family .034 .037 -.048 .573 1.09 1.23 .350
member during a particular time of the day.
17. Has to do a particular activity with a parent .148 .018 .100 .558 1.00 1.13 .470
/ person
2. Has a preference for a particular plate or -.028 .192 .044 .545 1.17 1.23 .431
cutlery at mealtimes
Note: CRBQ = Childhood Rigid Behaviour Questionnaire. Unique factor loadings >0.512 are in bold. Analysis is based 
on 110 respondents. CRBQ item ratings range from 0 to 4. Likert scale ranged from 0 = Never to 5 = Always. Factor 1 = 
Order and Sequencing; Factor 2 = Food and drink preferences; Factor 3 = Wanting to feel secure; Factor 4 = 
Person/object preferences; M = mean; SD = standard deviation; P  = item commonalities at extraction.
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Table 3: Percentage distribution of responses for CRBQ factor (N = 110)
Response scale Factor 1 Factor 2 Factor 3 Factor 4 Total CRBQ
Never 45 52 26 42 40
Once in a while 28 22 19 27 24
About Half the time 15 16 20 15 17
Very Often 8 7 13 11 10
Always 4 3 22 5 9
Mean* .98 .87 1.86 1.10 1.24
SD* 1.14 1.11 1.50 1.21 1.32
Subscales: Factor 1 = Order and Sequencing, Factor 2 = Food and Drink preferences. 
Factor 3 = Wanting to feel secure. Factor 4 = Person/Object preferences
*Likert scale was as follows: 
Very Often; 4 = Always.
0 = Never; 1 = Once in a while; 2 = About Half the time; 3 =
4.1.3 Internal Consistency of Subscales
Each subscale was assessed for internal consistency utilising Cronbach coefficient 
alphas (N = 110). The alphas were: Factor one -  Order and Sequencing’ = 0.91; 
Factor two -  Food and drink preferences’ = 0.81; Factor three -  ‘Wanting to feel 
secure’ = 0.69; Factor four -  ‘Person/object preferences’ = 0.64. The results indicated 
each subscale was internally consistent and measured one underlying factor. The 
removal of any item in any subscale did not significantly raise the subscale’s alpha, 
further indicating internal consistency. The total scale had an alpha of 0.91 indicating 
an overall consistency of the measure.
4.1.4 Subscale Inter-Correlations
To test the correlations between the factors, the factor scores were transformed into 
logarithms. This was because the Food and drink preferences’ factor was shown to 
be significantly positively skewed (Zskewness = 4.15). Pearson correlations between 
the mean scores on each factor of the CRBQ are shown in Table 4. The table 
indicates that all factors are positively correlated with each other, and reinforces the 
decision to choose the direct oblimin method of rotation.
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Table 4: CRBQ subscale correlations
CRBQ subscale 1 2 3 4 Total
1. Order and Sequencing - .488*** .451*** .467*** .783***
2. Food and Drink preferences - - .378*** .416*** .761***
3. Wanting to feel secure - - - .226* .717***
4. Person/Object preferences - - - - .692***
(N = 110) Two-tailed significance. *p< .05, **p<.01, ***p<.001
Calculated on logarithms of mean scores for subscales and total scale of the CRBQ
4.1.5 Content Validity
To ensure the CRBQ contained items that measured a collection of perceived rigid 
behaviours, the questionnaire was developed through a number of processes. Firstly, 
parents of four to six year old children were interviewed and asked for examples of 
their child’s rigid behaviours. This then generated a list of items that were reduced 
through the use of a detailed literature review, clinical judgement and unanimous 
inter-rater agreement from health care professionals and university psychologists. 
This ensured that the final questionnaire items accurately reflected the original 
interview responses and therefore the content of the items reflected examples of rigid 
behaviours perceived to be seen in four to six year old children.
In further relation to content validity, all questions on the CRBQ achieved at least a 
97% response rate indicating the items were understood. This procedure also 
increased the face validity of the CRBQ.
4.1.6 Criterion Vaiidity
Pearson correlations were calculated between the factors on the CRBQ and the CRI. 
As before, logarithmic transformations were used due to normal distribution 
requirements being violated. The results are shown in Table 5. As predicted, each 
factor and the total score of the CRBQ correlated with the CRI. This was expected 
since the two constructs arguably measure similar behaviours, although the 
questionnaires have been developed using different methods.
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Table 5; Correlations between the CBRQ and the CRI
CRBQ subscale CRI Total Frequency Score
1. Order and Sequencing .788**
2. Food and Drink preferences .513**
3. Wanting to feel secure .463**
4. Person/Object preferences .571**
Total CRBQ .775**
(N = 110) One-tailed significance. **p<.001
Calculated on logarithms of mean scores for subscales and total scale of the CRBQ and
CRI
4.1.7 Parental Response Items and its Reiationship to the CRBQ (Hypothesis 2)
Table 6 shows the descriptive results from the parental response items. The results 
indicate that the majority of parents try to reason or reassure their child when they 
perform a rigid behaviour. Parents are less likely to ignore or become angry with their 
child. Correlational analyses with the total score on the CRBQ indicated no parental 
response item was associated with total level of child rigid behaviour (p>.01).
Table 6: Percentage distribution of parental responses to rigid behaviours (N = 110)
Response scale
Ignore
him/her
Reason
with
him/her
Go along/ 
help with the 
behaviour
Angry
with
him/her
Distract
him/her
Reassure
him/her
Never 26 4 7 20 11 2
Once in a while 57 13 31 60 33 16
About Half the time 14 32 32 16 38 28
Very Often 3 41 26 4 15 34
Always 0 10 4 0 3 20
Mean* .94 2.39 1.89 1.04 1.67 2.54
SD* .72 .97 .99 .72 .96 1.05
* Likert scale was as follows: 0 = 
time; 3 = Very Often; 4 = Always.
Never; 1 = Once in a while ; 2 = About Half the
4.2 Relationship between the CRBQ and Other Measures
The subscale scores and total score on the CRBQ were correlated with the other 
measures using Pearson product-moment correlations. The factor scores on all 
measures were transformed to logarithms since Kurtosis analysis revealed OCI-R
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total score, MIS total score, SPAS total score (excl. Obsessive Compulsive 
symptoms), PSDQ-S Authoritative and PSDQ-S Authoritarian did not fulfil normal 
distribution requirements. The correlation results can be found in Tables 7 and 8.
The significance level for the correlations was reduced from the standard <.05 to 
<.01. This lowered the chance of a Type I error occurring due to the multiple 
correlations performed. Furthermore, it enabled the study to maintain an adequate 
level of power, thereby also keeping the chance of a Type II error at an adequate 
level. This is in line with research suggesting that the application of a more stringent 
Bonferroni correction can have negative effects on research due to the significant 
loss of power this can generate in a study (Nakagawa, 2004; Perneger, 1998).
4.2.1 Child Anxiety (Hypothesis 3)
Correlations were calculated between the CRBQ and SPAS score excluding 
Obsessive Compulsive questions. The exclusion of the OC questions was to address 
the possibility that a correlation might be spurious and attributable to item overlap 
between the CRBQ and SPAS OC subscale. The results indicated that child anxiety 
score achieves positive moderate/high correlations with all the subscales and the 
total score of the CRBQ. Given that emotional regulation is theorised to be the main 
function of childhood rigid behaviour this result could be deemed to act as further 
criterion validity for the CRBQ. This result therefore gives support to the third 
hypothesis.
4.2.2 Parental Magical Ideation (Hypothesis 4)
The results from the correlations between the MIS and the CRBQ indicate parental 
magical ideation is not associated with level of rigid behaviour and therefore do not 
give support for the fourth hypothesis.
4.2.3 Parental Obsessive-Compulsiveness (Hypothesis 5)
In terms of parental OC symptoms, the results indicate moderate positive correlations 
with three of the four subscales and the total score of the CRBQ. The results from the 
parental OC correlations indicate a general support for the fifth hypothesis.
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Table 7: Correlations between the CRBQ and the SPAS, OCI-R and MIS
CRBQ Subscale
Measure 1 2 3 4 Total CRBQ
SPAS Total score excl. OC 
symptoms
.415** .280* .402** .273* .452**
OCI-R Total Score .327** .274* .234 .348** .390**
MIS Total Score .069 .197 .045 .039 .120
(N = 110) One-tailed significance *p<.01, **p<.001 
Calculated on logarithms of mean scores for total scales and age.
Subscales: 1 = Order and Sequencing, 2 = Food and Drink preferences, 3 = Wanting to feel 
secure, 4 = Person/Object preferences
4 .2.4 Parental Style (Hypothesis 6)
Correlations were calculated between the CRBQ and three parental styles on the 
PSDQ-S. The results can be seen in Table 8. The results indicate that an 
Authoritarian parental style has a moderate positive correlation with the subscales 
‘food and drink preferences’ and Person/object preferences’ as well as the total 
number of rigid behaviours a child performs (Total CRBQ). A Permissive style of 
parenting also has some correlation with level of rigid behaviours, but this is not 
consistent across the different subscales. The results did not suggest a negative 
correlation between Authoritative style and level of rigid behaviours. The results 
therefore give partial support for the sixth hypothesis.
Table 8: Correlations between the CRBQ and the PSDQ-S.
CRBQ Subscale
PSDQ-S Style 1 2 3 4 Total CRBQ
Authoritative .031 .044 .124 .017 .093
Authoritarian .180 .330** .215 .283* .336**
Permissive .157 .251* .060 .127 .194
(N = 110) Two-tailed significance. *p<.01, **p<.001
Calculated on logarithms of mean scores for subscales and total scales on the CRBQ and 
PSDQ-S.
Subscaies: 1 = Order and Sequencing, 2 = Food and Drink preferences, 3 = Wanting to feei 
secure, 4 = Person/Object preferences
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4.3 Regression Analysis on Variables Correlating with the CRBQ (Hypothesis 7)
A stepwise regression analysis was conducted on the CRBQ total score. This was to 
find the variables that best predict the level of child rigid behaviours. On the basis of 
the correlational analyses performed, SPAS total (excl. OC symptoms), OCI-R total 
score and PDSQ-S Authoritarian parenting style were entered as predictors, as they 
were most highly correlated with the CRBQ total score. It is noted that it could be 
argued that a hierarchical method of regression should be used given the theorised 
link between rigid behaviours and anxiety. However, this link had not been made with 
a measure of normative, parent-defined, childhood rigid behaviours such as the 
CRBQ and this is the reason for the stepwise approach. All analyses had Variance 
inflation factor (VIF) values very close to 1 indicating no collinearity within the data 
(Field, 2005).
Results indicated all to be significant predictors. The adjusted R  ^value indicated the 
model accounted for 29.8% of the variability of total childhood rigid behaviours as 
measured on the CRBQ. This indicates that child anxiety, an Authoritarian style and 
parental OC all, individually predict a significant amount of the variance in a child’s 
level of rigid behaviour. The result of this regression analysis can be seen in Table 9.
Table 9: Model statistics for the prediction of the total CRBQ score.
B SEB p
Step 1
Constant 0.21 0.03
SPAS total excl. OC (mean) 0.50 0.10 0.45***
Step 2
Constant 0.14 0.03
SPAS total excl. 0 0  (mean) 0.44 0.09 0.40***
PSDQ-S Authoritarian 0.32 0.11 0.25**
Step 3
Constant 0.13 0.03
SPAS total excl. OC (mean) 0.36 0.10 0.33***
PSDQ-S Authoritarian 0.27 0.11 0.21*
OCI-R total (mean) 0.26 0.11 0.21*
Note: = .20 for Step 1 ; AR  ^= .06 for Step 2 (ps<.01): AR  ^= .04 for Step 3 (ps<.05)
*p<.05, **p<.01, ***p<.001
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4.4 Relationship between the CRBQ and Child Age
Finally, although not part of the initial hypotheses, a calculation of the correlation 
between age and total CRBQ level was thought to offer some extra validity to the 
measure, given the literature suggests these behaviours decline around the age of 
five years. A one-way AN OVA was used to compare each age (nominal data) with 
the total score on the 20 item CRBQ. The analyses found near significance between 
the age of the child (4 years vs. 5 years vs. 6 years) and their mean total behaviour 
score (1.20 (std. dev. = 0.63) vs. 1.35 (std. dev. = 0.70) vs. 1.00 (std. dev. = 0.65) 
respectively), F(2, 107) = 2.544, p=.61, with Tu key FISD post-hoc analyses indicating 
a significant decline between 5 years and 6 years (p<.05).
4.5 Summary of the Results
The results indicate that:
• Based on this initial data with a small sample the CRBQ appears a valid, 
reliable measure of child rigid behaviours.
• The factor structure of the questionnaires indicates that child rigid behaviours 
fit into four categories. These are behaviours connected with: order and 
sequencing, food / drink preferences, wanting to feel secure and person / 
object preferences.
• The common parental responses to child rigid behaviours are for a parent to 
try to reason or reassure their child.
• Child anxiety, parental obsessive-compulsiveness and the parental style of 
Authoritarianism correlate with frequency of child rigid behaviour.
• Parental magical ideation, and Authoritative and Permissive parental styles do 
not correlate with total frequency of child rigid behaviour.
• Child anxiety, parental obsessive-compulsiveness and the parental style of 
Authoritarianism all account for a significant amount of the variation in child 
rigid behaviour.
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5. Discussion
Although there is much literature surrounding the development of rigid behaviour in 
early childhood, there is currently no measure to assess the frequency of these 
behaviours. The Childhood Routines Inventory (Evans et al, 1997) is the measure of 
choice to perform this task, and whilst this does aim to measure the normative rituals 
of childhood, the measure was developed with a mental health diagnostic criteria in 
mind. Furthermore some of the items in this measure are vague and non specific. As 
such, studies that utilised the CRI may not have captured the normative essence of 
rigid behaviour, and therefore, results using this measure could be considered limited 
if one wants to investigate more normative rigid behaviours.
Given this, this study attempted to produce a new measure of childhood rigid 
behaviours utilising a bottom-up approach of asking parents of children who perform 
these rigid behaviour to describe the exact nature of these behaviours. Following the 
generation and distribution of a preliminary questionnaire based on these responses, 
a new measure was created. Based on initial data with a small sample this measure 
is considered both valid and reliable.
5.1 Links with existing literature
The results indicate a number of points in relation to the current research into rigid 
behaviours. Firstly, in specific regard to the subscales obtained on the factor analysis, 
the categories appear in many respects to correspond with developmental theory and 
research. The first factor, named ‘Order and Sequencing’ appears to be associated 
with a child’s early need to gain independence and mastery over their environment by 
enforcing consistency on their own actions, on objects and on others around them at 
a time when they have not fully developed a complete understanding regarding 
causality, reversible operations, temporal causality and themselves and others as 
agents of the world (Piaget, 1950). Piaget indicates this phase is coming near to an 
end when a child reaches the age of four, and it is hypothesised that this is why 45% 
of the responses to these behaviours indicated the child did not perform them. The 
second subscale named ‘Food and drink preferences’ represents a child’s rigid 
demands over their food and drink intake. Mealtimes could be considered a time 
where a child has less choice and less control -  for essentially it is the parent who 
decides what is eaten. Therefore, the behaviour around mealtimes corresponds with 
research indicating that children like to assert more control at times of change or 
times when they feel they have less control (Erikson, 1977; Evans et a!., 1997;
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Werner, 1948). The third factor Wanting to feel secure’ corresponds with research 
showing that children look to rules to keep them safe, particularly at a time when they 
are not sure how to negotiate their environment (Piaget, 1950). Furthermore, this 
requirement for security could be connected to attachment, and represents the 
continuation of the use of transitional objects (Winnicott, 1958) to help a child feel 
secure. The fourth factor ‘Person/object preferences’ appears strongly related to 
behaviours revolving around attachment. This could be suggested to be a valid factor 
since firstly, children at this age are still heavily embroiled in their attachment 
relationship with their caregiver (Bowlby, 1969) and secondly, are at a stage when 
they want to try to be independent without wanting to feel guilty about this desire 
(Erikson, 1977). This need for independence, but the desire to keep the attachment 
to their parents strong, could therefore be played out in assertiveness over who they 
perform certain activities with.
The results of the parental response part of the study indicated that many parents 
attempt to reassure or reason with their child surrounding these behaviours. The 
study found that no parenting response was strongly associated with level of rigid 
behaviour. This result is interesting when considered alongside the parental style 
correlations, and suggests that a simple response to a rigid behaviour has less of an 
impact on the level of rigid behaviour than a global parental style.
The results of the other correlations indicates that child anxiety is heavily associated 
with a child’s level of rigid behaviour, more so than any other factor used in this study. 
This could be arguably because rigid behaviour is theorised to serve as a function to 
regulate child anxiety, and so the other factors associated with child rigid behaviours 
in this study could have affected level of rigid behaviour through affecting a child’s 
anxiety. The result therefore gives support to research indicating child rigid 
behaviours serve as an emotional regulation function (Evans et al., 1999; Gesall et 
al., 1974; Winnicott, 1958; Zohar & Felz, 2001).
The correlational results suggest that the external factors that appear to contribute to 
child rigid behaviour are parental obsessive compulsiveness and parental 
Authoritarian style. The results also indicated parental magical ideation is not 
associated with child rigid behaviour. Although correlation does not equal causality, it 
is possible to speculate why associations may exist. Commenting on these external 
factors as a whole, the results indicate that attachment difficulties could be a cause of
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an increased level of rigid behaviours. This is because literature into parental 
obsessive compulsiveness and an Authoritarian parenting style indicate these are 
linked to anxious attachment styles (Doran & Kyrios, 2005; Kochanska et al., 1989). 
Given that containment problems are often linked to non-secure attachment styles 
(Douglas, 2007), it could be hypothesised that parental OC and an Authoritarian 
parental style, may have an effect on a parent’s ability to contain their child.
In addition, the results indicate a possible association between child rigid behaviours 
and parental problem solving strategies. This is because the parental factors both 
associated with child rigid behaviours are also associated with less positive problem 
solving strategies. OCD is believed to be linked to a form of frontal lobe dysfunction 
that affects problem solving abilities (Kuelz et a/., 2004) and Authoritarian parenting 
style has been indicated to be associated with less positive problem solving (Barrett 
et a/., 2002). As such, the interaction between a child and a parent with either OCD or 
an Authoritarian parenting style may lead to the parent and the child both using more 
maladaptive problem solving strategies, which rigid behaviours could be deemed to 
be. Indeed, it could be that this family interaction forms part of a family narrative 
surrounding ‘quick fix’ techniques to relieve anxiety - an attitude that may lower 
anxiety in the short-term but actually maintains it in the long term.
In further regards to the family dynamics, the results suggest that overprotective, 
critical parenting may be associated with more rigid behaviours. It is theorised that 
this could occur due to these styles having an impact on the progress of a child 
through the psychosocial crises associated with both the second and third stage of 
psychosocial development (Erikson 1977; Newman & Newman, 2007). In terms of 
the second stage, these styles of parenting may lead the child to have less 
confidence in their own views, opinions and ability to act for oneself. As such they 
may restrict their behaviour, and perform more repetitive behaviour. In relation to the 
third stage, these parental traits may lead a child to grow more anxious that 
independent behaviours are wrong or incorrect’, resulting in the child becoming more 
anxious about being in their environment, and possibly leading them to perform more 
rigid behaviours.
It is recognised though that although the theory indicates that parental obsessive- 
compulsiveness or an Authoritarian parental style may lead to more rigid behaviour, it 
may actually occur the other way round -  for example, the rigid behaviours may
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increase a parent’s distress leading to either more obsessive-compulsiveness in a 
parent or to more Authoritarian parenting style. Firstly, a parent, concerned about 
their child’s rigid behaviours may become more anxious and if susceptible to 
performing OC behaviours, this could lead to an increase in these 0 0  behaviours. 
Secondly, the child’s rigid behaviours could lead the parent to become hostile and 
angry, thinking that punishment for the behaviours will stop the child performing them, 
something that is a common strategy used by parents to stop unwanted behaviours 
(Kohn, 2007), but in this case may maintain them.
In terms of parental magical ideation, this was initially hypothesised to be connected 
to child rigid behaviours through its association with parental anxiety, this hypothesis 
appears incorrect. However, given the new hypothesis suggesting the attachment 
relationship may have more of an effect, and given magical ideation does not appear 
to be related to attachment style (Meins et al., 2008), this result gives further, albeit, 
tentative support towards the attachment hypothesis.
Perhaps more surprisingly was the lack of significant associations between the 
Authoritative and Permissive parenting styles and total level of child rigid behaviour. 
Regarding the former, it was hypothesised from the literature that Authoritative 
parenting may lead to less child anxiety, and this may create less rigid behaviours. 
Furthermore, this parental style shares many associations with secure attachment 
(Neal & Frick-Horbury, 2001). However, this result did not transpire, indeed not even 
a slight negative correlation occurred. In addition, the correlation results from 
Permissive parenting indicated no association to occur with total level of rigid 
behaviour. Again, this is surprising, particularly since the Permissive style is related to 
people with OCD (Doran & Kyrios, 2005) and also an accommodating style which is 
thought to maintain behaviours (Stewart et al., 2008). One reason for both of these 
results could be a possible bias effect in the questionnaire with parents wanting to 
give positive or negative answers due to the social desirability bias. This appears a 
weak suggestion though since the correlation result from the Authoritarian items does 
fit with the theoretical literature, suggesting any bias may not have a significant effect. 
Another suggestion, albeit only applying to the Authoritative result, could be that it 
may not be the case that Authoritative parenting would lead to less rigid behaviours if 
a certain level of these rigid behaviours is normative. Finally, it is noted that 
Permissive parenting correlated with rigid behaviour surrounding food and drink 
preferences’. This correlation appears surprising on its own, but perhaps may mean
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that, around food times, parents may perform a different style given a possible 
underlying parental desire for their child to eat something. This is a tentative 
suggestion though and requires further research.
In respect to a possible developmental link between child rigid behaviours and later 
OCD this research could be interpreted to suggest that there is a possible link. This is 
because this study indicates that child anxiety is highly correlated to rigid behaviours. 
Furthermore, the very high correlation between the CRBQ and the CRI -a  measure 
considered to be linked to more compulsive behaviours -  indicates that normative 
behaviours may be associated with these behaviours. The correlation between total 
rigid behaviours and parental OC also acts as a further indication of a link given the 
hereditary hypothesis linked to OCD (Hettema et al., 2005; Merikangas et al., 1999; 
Robinson et al., 1992). Furthermore, the Authoritarian parenting style that appears 
related to parents of children with OCD, also appears most related to children with 
higher levels of ‘normative’ rigid behaviours. This latter point could indicate that 
parental style may well play a role in the transition between the normative behaviours 
turning into more pathological traits. It is hoped the cohort study will give further 
understanding of whether there is a developmental pathway linking child rigid 
behaviour and later OCD.
In relation to the age of the children and the level of rigid behaviours performed, the 
study indicated that the level of rigid behaviour slightly increases between the ages of 
four and five years but then significantly declines between five and six years. This 
appears to be a slightly later decline than studies utilising the CRI have found (Evans 
et al., 1997; Zohar & Felz, 2001), and this could suggest evidence for the measures 
measuring conceptually different items. In addition, given the results indicated that 
children aged six still performed rigid behaviours, the results tentatively suggest that 
children who have developed more scientific ways of reasoning still appear to think in 
magical ways. As stated, this suggestion is tentative, for the study did not measure 
magical thinking styles in a child, nor did it measure knowledge of causal reasoning. 
Future research could investigate this.
5.2 Predicting Rigid Behaviours
The regression analysis indicated that child anxiety, parental OC and parental 
Authoritarian parenting all accounted for almost a third of the variance of the total 
score on the CRBQ scores. The factor with the highest proportion was child anxiety.
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and this is not surprising given the other factors have been theorised to be connected 
to child anxiety.
An analysis of the regression result could give a tentative suggestion that social 
modelling occurs. This is because both parental OC and parental Authoritarian style 
both share a significant proportion of the rigid behaviour variance that is not 
associated with anxiety. In terms of parental OC, a higher score of distress could lead 
to more compulsions being performed, and more chance of a child copying them and 
believing they are appropriate behaviours (Bandura, 1971). In terms of Authoritarian 
parenting, the social modelling link could occur due to the child picking up and 
adopting the rigid style that Authoritarianism is connected to (Brown, 1953). The 
additional variance these factors cover though may be more reflective of the child 
anxiety questionnaire (SPAS) not reflecting child anxiety symptoms that result from 
parental obsessive-compulsiveness or an Authoritarian parental style. Indeed, the 
exclusion of the OC symptoms from the SPAS questionnaire, although 
methodologically correct to do may have led to the OCI-R.
The proportion of variance connected to Authoritarian parenting alone could also be 
connected to ‘punishment’, as hypothesised by Amir et al. (2000). The results 
indicate that ‘Food/drink preferences’ and ‘Person/object preferences’ are the rigid 
behaviours specifically connected to an Authoritarian parenting style, and these could 
be specific rigid behaviours that give a child the chance to punish their parents. For 
example, by having a strong preference for particular foods or particular people, they 
are punishing the parent who may want their child to have another food/drink, or 
punishing the parent who they state they do not want. In addition though, rather than 
the parenting affecting the level of rigid behaviour, it could be considered that the 
rigid behaviour affects the type of parenting. A child who is quite rigid surrounding 
their food/drink intake or person/object choice may cause friction with a parent 
because they want to make sure their child has a healthy, balanced diet or that 
parenting duties are shared. These behaviours may be maintained through a family 
where both parent and child are engaged in reciprocal behaviours that cause the 
other to feel punished, as hypothesised by Amir et al. (2000).
5.3 Methodological Strengths and Weaknesses
In terms of the strengths of this study, the design method of the questionnaire 
ensured rigid behaviour items were obtained that were more akin to normative
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behaviours than pathological behaviours. The behaviours were generated by parents 
of young children and the reduction in items was completed on a basis of current 
research and through the use of postgraduate, research and health psychologists. 
This ensured high content and face validity and enabled a strength of the 
questionnaire to be its succinct, yet accurate analysis of the typical rigid behaviours 
that children adopt.
A further strength of this study is the adequate to high levels of reliability that the 
factors of the CRBQ showed. However, the slight lack of diversity in the responses 
decreases the validity of the findings since it appears that the sample obtained 
represented those with children eliciting slightly less rigid behaviour. Furthermore, the 
study sample (in both Study One and Two) contained a high proportion of White 
respondents with an education level beyond A level. This could have affected the 
study in two ways. Firstly, given the differences in magical thinking observed between 
different cultures (Subbotsky, 2001; Subbotsky & Quinteros, 2002) and given the 
theorised link between magical thinking and rigid behaviours, the items in the CRBQ 
may not be representative of the general population. Secondly, the responses given 
to the questionnaire and the factor structure obtained do not therefore represent 
findings from a general population. These same reasons can also be applied to the 
parental response items which may also not represent the full array of parental 
responses given by parents in the general population. In further regards to the 
participants, the study obtained 110 respondents, just within the minimum 
requirement for a factor analysis.
Another main limitation appears to be that only one parent completed the 
questionnaire. This means that the whole of the child’s system was not explored. For 
example, if the parent who filled out the OCI-R did not have many OC symptoms, but 
their partner did, then the results may not accurately represent the environment the 
child is living in. This would need to be addressed in future studies.
Another limitation of the participant responses, is the use of parental reports to 
assess a child’s level of rigid behaviour and anxiety level. In terms of assessing their 
level of rigid behaviour, research suggests that many children control some rigid 
behaviours, only performing them at home and even then sometimes hiding them 
from their parents, with parents only recognising them months after onset (Rapoport 
et al., 2000; Swedo et al., 1989). This could indicate that the CRBQ may indicate a
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lower level of rigid behaviours than actually occur. In relation to parent’s answering 
the child anxiety questions, this means that the child anxiety score is open to bias 
since essentially what it is measuring is the parent’s perception of their child’s 
anxiety. Parent’s can be influenced by a number of factors, including their own level 
of anxiety -  for example, an anxious parent may be more vigilant towards anxiety 
signs. In addition, a parent’s level of anxiety may also affect their awareness and 
concern towards child rigid behaviour, particularly if a parent has knowledge of and/or 
performs OC behaviours. For example, if a parent is not concerned by rigid behaviour 
they may pay less attention to it, possibly leading them to think the child performs it 
less. Conversely, the parent who is anxious about their child performing these 
behaviours, perhaps due to being concerned about its similarity with OCD, may have 
a heightened awareness towards the behaviours leading to a higher chance of 
exaggerating the amount the behaviour is performed. This limitation may not only 
affect the level of rigid behaviour recorded, but also lead to an increased chance of a 
correlation between parental OC symptoms and child rigid behaviour. It is hoped that 
the specific nature of the CRBQ items would make these concerns less likely to occur 
since parents will be able to think of specific times rather than a ‘general’ opinion of 
their child’s rigid behaviour, however, future research could explore this possible 
limitation through the use of an observational method in recording data (although a 
child may be more reluctant to perform the behaviour with a stranger around), or by 
producing a study utilising stories and play where observations and questions could 
be asked by the adult and completed by the child themselves. This latter approach 
may also make it possible to pick up on more internalising rigid behaviours such as 
mentally repeating the same sentence to themselves to help them relax.
In terms of the questionnaires used there are concerns about the effect social 
desirability may have on some of the responses. As drawn upon in the method, the 
PSDQ-S contained some items that were thought may be affected by this, and these 
items were removed from the study. In removing these items, this questionnaire may 
have lost some of its reliability, particularly on the Authoritarian factor. Flowever, 
despite this initial removal, it could be that other items may have been affected by 
social desirability. It is recognised that these questionnaires are anonymous, but 
when faced with a question describing a positive act such as ‘Gives comfort and 
understands when a child is upset’ and then a negative act such as ‘Explodes in 
anger towards child’ a parent may accentuate the former and prefer to think they do 
less of the latter. This may well have affected the results causing the high level of
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skewness on both the Authoritative and Authoritarian factors of the PSDQ-S. 
Logarithm transformations were utilised in the statistical analyses but this does not 
control a possible social desirability bias.
It is further recognised that the analyses in this study are correlational, and therefore 
any inferences that are made about causal relationships between the measures are 
speculative. Furthermore, not only is it not recognised whether a causal relationship 
exists, but also the study, at this point, does not give an indication into whether 
parental OC symptoms. Authoritarian style or child’s general anxiety level causes an 
increase in levels of rigid behaviour or whether rigid behaviour causes an increase in 
parental 0 0  symptoms. Authoritarian style or child’s general anxiety level. For 
example, rigid behaviours may create a frustration in the household, and anxiety 
amongst their parents. This could then cause the parent to utilise more 0 0  symptoms 
and possibly behave differently towards their child. Furthermore, the use of rigid 
behaviours may actually restrict a child from fully exploring their environment, leading 
them to become more anxious once they recognise others are more comfortable in 
exploring. It is recognised that these are hypotheses and further research may help 
answer these questions.
In addition, the study aimed to be the first stage of a cohort study. This has been 
achieved in the generation of the ORBQ. However, the number of participants who 
signed up to the cohort study is currently less than what is required. Therefore, it is 
acknowledged that further recruitment is required for this cohort study to proceed. 
Furthermore, if the measure was to be used in more diverse samples then further 
reliability and validation studies would be required.
5.4 Clinical Implications of this Study
The study indicates that childhood rigid behaviours are associated with level of child 
anxiety, or, at the very least, a parent’s perception of their child’s anxiety. This has 
important clinical implications since rigid behaviours may serve to highlight a possible 
underlying anxiety that previously had not been considered.
Furthermore the research indicates that parental factors appear to be associated with 
rigid behaviours. This highlights the importance of working and/or thinking 
systemically with a child. In specific regards to this study, the results indicate hostile, 
critical, overprotective parenting is associated with rigid behaviour, and that rigid
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behaviour is associated with anxiety. As such, interventions focussing on more 
Authoritative styles may aid both the child’s level of rigid behaviour and their anxiety. 
Another clinical implication for the study could be to highlight awareness of possible 
parental OCD if a child is displaying rigid behaviour. OCD is a mental health disorder 
that has a negative stigma attached to it, and as such, parents may be reluctant to 
mention their own difficulties when focusing on their child’s. However, unbeknown to 
the parent, their OCD or the traits associated with OCD (e.g., ambivalent attachment 
style, less rewarding of independence) may be affecting their child. Recognition of 
rigid behaviour may help lead to an investigation into parental OCD that could 
therefore benefit both parent and child.
Most importantly though, this study provides a clinician with a quick to administer, 
validated, reliable, parent-defined measure that ascertains the level of child rigid 
behaviours a child is performing at that moment in time. If future research indicates a 
link between early normative childhood rigid behaviour and OCD, then the CRBQ 
may be appropriate to be used as an early screening tool, with awareness then 
generated and suitable interventions implemented to try to limit the chance of future 
difficulties arising.
5.5 Implications for future research
Throughout this discussion, ideas for future research have been suggested. Given 
the results, one idea is to research into attachment and rigid behaviours. Since level 
of rigid behaviours appears correlated to both anxiety and parental style, it is possible 
that children with an anxious attachment may be more likely to display rigid 
behaviour, further highlighting how the effects of a child’s system could impact on 
their rigid behaviour level. Further ideas could focus on the need to utilise all the 
caregivers in a child’s environment to determine ‘parental style’, as well as a need for 
the study to be replicated with a larger sample size and a more diverse population. 
Furthermore, given that some children are thought to hide their rigid behaviours from 
their parents, a future study could explore possible ways to investigate level of child 
rigid behaviour through utilising child responses.
In terms of research that will directly follow on from this study, this research forms the 
first part of a cohort study that aims to look into the longitudinal effects of childhood 
rigid behaviours. The aim of this is to examine whether the magnitude of normative 
rigid behaviour and performance of certain rigid behaviours are predictive of later
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obsessive-compulsive symptoms. Furthermore, the cohort study aims to research 
whether certain parental factors are related to a high propensity of compulsive, rigid 
behaviours later in life. Therefore, linked into the research is the opportunity to 
investigate a possible link between childhood rigid behaviours and obsessive 
compulsiveness. As noted in this study, there is an indication that anxiety plays a key 
role in the use of childhood rigid behaviours. Current research indicates that there 
may be a link between specific childhood rigid behaviours and the development of 
OCD (Leonard et al., 1990). However the Leonard et al. study has significant 
limitations. Firstly, it is based on parental retrospective accounts of their adolescent 
child (with or without OCD) and it is well established that parents recollections of their 
children are affected by the current state of their child (Yarrow et al., 1970). Secondly, 
no reliable or validated measure of rigid behaviour was utilised in this study meaning 
an analysis into specific types of childhood rigid behaviour could not be assessed. 
This cohort study does not have these limitations.
6. Conclusion
The CRBQ was developed as a measure of specific childhood rigid behaviours. 
Analyses of this measure indicate that it is a psychometrically sound, valid and 
reliable measure. From using this measure this study has suggested that rigid 
behaviours are associated and can be predicted by a child’s anxiety level, as well as 
their parent’s level of obsessive-compulsiveness and level of Authoritarian parenting 
style.
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Appendix A:
Study One: Advertisement of on the Staff University Email System
Do you have a child aged between four to six years?
I am interested in interviewing people who have a child, or children aged between 
four to six years to explore the development of child behaviour and how children 
manage aspects of their day to day lives.
The interviews can be either over the phone or face to face and should take about
20-30 mins.
All information will be anonymous and treated in the strictest confidence.
If you would be willing to take part please contact Jane Ogden 
(J.Oqden@surrev.ac.uk) or Ben Mead (B.Mead@surrev.ac.uk).
This project has been given favourable opinion by the Faculty Ethics Committee
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Appendix B:
Study One: Interview Structure 
Interview Schedule
Hi, thank you again for taking part in this study. Once again, as stated on the consent 
form you are free to end this interview at any time, and feel free to ask questions at 
any point. Just to remind you, this interview will be recorded. Are you still happy for 
this to happen?
What the interview will involve is me asking you questions about any rigid behaviours 
that your child aged between 4 to 6 may show. I’ll then ask you about your response 
to these behaviours and your partner’s response to these behaviours (if applicable) 
and. Before I begin, can I ask whether your son/daughter has ever seen a 
professional regarding any mental health or behavioural difficulties?
Ok, so before we start, do you have any questions?
So, to start with, does your child have any behaviours which they feel that they have 
to do the same way each time? These can be repeated behaviours, rigid behaviours 
or behaviours that your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Breaking this down into times of the day. So, to start with, does your child have any 
behaviours which they feel that they have to do the same way each time in the 
morning? These can be repeated behaviours, rigid behaviours or behaviours that 
your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Does your child have any behaviours which they feel that they have to do the same 
way each time in the afternoon? Again, these can be repeated behaviours, rigid 
behaviours or behaviours that your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Does your child have any behaviours which they fee! that they have to do the same 
way each time at mealtimes? Again, these can be repeated behaviours, rigid 
behaviours or behaviours that your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
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Does your child have any behaviours which they feel that they have to do the same 
way each time at bedtime? Again, these can be repeated behaviours, rigid 
behaviours or behaviours that your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Does your child have any behaviours which they feel that they have to do the same 
way each time when they are out the house? Again, these can be repeated 
behaviours, rigid behaviours or behaviours that your child has to do a particular way? 
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Does your child have any behaviours which they feel that they have to do the same 
way each time when toileting? Again, these can be repeated behaviours, rigid 
behaviours or behaviours that your child has to do a particular way?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Are there any behaviours that you have noticed your child performing that you feel 
may be a little different in comparison with other children?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
Do you notice anything your child does that suggests they are repeating thoughts in 
their mind?
(What are these?)
(What happens if they can’t do this?)
(What is your response to these behaviours?)
(What is your partner’s response to these behaviours?)
That concludes the interview. Do you have any questions that you would like to ask 
me?
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Appendix C:
Study One: Information Sheet given to participants
Information Sheet for Participants (Stage One)
Dear Potential Participant,
This research forms the first part of a cohort study that has the broader aim of 
assessing the development of repetitive behaviours in children and the way parents 
manage such issues. Many children aged four to six have repetitive behaviours, and 
this part of the study aims to find out examples of these behaviours and the parental 
responses towards these behaviours. The research forms part of my thesis for the 
doctoral course in Clinical Psychology at the University of Surrey.
Aim of this study. To develop a measure of repeated behaviours in children aged 4 
to 6 years, and to develop a measure of how parents respond to these behaviours.
What each participant will be asked to do: Each participant is interviewed for 15- 
SOmins. The interview will involve questions relating to the behaviour of their child, 
and the parental response to these behaviours.
Are there any risks to taking part? There is no anticipated risk to this research but 
if you were to become upset or distressed from the study then it is suggested to 
contact your local general practitioner (G.P.), or speak to teachers at the school who 
have access to behavioural support services should your child’s behaviour be a 
concern.
Even if you agree to be interviewed, you have the right to withdraw from the study at 
any time without having to give a reason. All interviews will be kept confidential and 
stored in a locked compartment. The anonymity of participants shall be preserved.
If you would like any further information regarding the study, please do not hesitate to 
contact me on (XXXXX) XXXXXX. Furthermore if you have any complaints or 
concerns, or if this study generates any form of distress for you, please also contact 
me on the above number and these issues will be addressed.
Many thanks for your time,
Ben Mead
Trainee Clinical Psychologist 
b.mead@surrey.ac.uk
The University of Surrey 
Clinical Psychology Department,
Guildford,
Surrey.
GU2 7XH
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Appendix D:
Study One: Consent Form given to participants
Ben Mead 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
Surrey 
GU2 7XH
CONSENT FORM
This research aims to explore the types of repeated behaviours that children 
exhibit between the ages of four and six. It also aims to explore the types of 
responses that parents give to these behaviours.
Name of Researchers: Ben Mead, Trainee Clinical Psychologist
Dr. Laura Simonds, Lecturer, University of Surrey 
Prof. Jane Ogden, Professor of Health Psychology, 
University of Surrey
1. I have read and understand the information sheet and have had the opportunity to 
ask questions.
2 .1 understand that my participation is voluntary and that I am free to withdraw at any 
time, without needing to give any reason.
3. I understand that all personal data will be held and processed in the strictest 
confidence, and that I will remain anonymous in any report of the findings.
4. I agree to take part in the above study and comply with instructions, but 
understand I have the right to withdraw at any time without giving a reason.
5. I understand that direct quotes from my interview may be used in publication and 
that these quotes will still maintain my anonymity.
Name of Participant Date Signature
Name of Researcher Date Signature
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Appendix E:
Study One: Example of a transcription
Example transcript.
Son 5 has a sibling (older)
BOLD indicates Interviewer
Hi, thank you again for taking part in this study. Once again, as stated on the 
consent form you are free to end this interview at any time, and feel free to ask 
questions at any point. Just to remind you, this interview will be recorded. Are 
you still happy for this to happen?
Yes, for sure
What the interview will involve is me asking you questions about any rigid 
behaviours that your child aged between 4 to 6 may show. I’ll then ask you 
about your response to these behaviours and if there’s any other main 
caregiver then their response to these behaviours. Before I begin, can I ask 
whether your son has ever seen a professional regarding any mental health or 
behavioural difficulties?
No
Ok, I’m going to be reading off this sheet so that I ask everyone similar 
questions, so to start with, does your child have any behaviours which you feel 
they may have which you feel they may have to do the same way each time. 
These can be repeated behaviours, rigid behaviours or behaviours your child 
has to do the same way each time, preferences, habits, language
Its hard when you say repetitive behaviour as I suppose a lot of what they do is quite 
repetitive but the only thing I can think of that is an issue sometimes is stupid things 
like socks, putting socks on, he has a particular way of putting his socks on and if 
they don’t go on the right way we have to take them off and start from the beginning 
again you know and its
What particular way
I dunno its just he likes to, he makes a big thing out of it and he likes to put them on 
and he likes to move the heel round to the back and he likes to push them below and 
fiddles the toe. Its just one of those things that when you’re getting dressed in the 
morning its like ‘oh god he’s doing his socks again and if they don’t go right or he’s 
not happy with his socks then he’ll change them and start the whole thing again so 
yeah but I know a lot of parents that I speak to they have big issues with socks. I 
don’t know what it is about socks. But that’s really the only thing that springs to mind. 
He I think, having had two sons, thinking about the other one when he was that age 
as well ummm they do get phased if things change, they like to have sequence, and 
ive always been quite structured with them anyway, they have always been like 
routiney type children, so when they were a babies we did like sleeping at the right 
time, going to bed at the right time and we have a sort of tendency to have a bedtime
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routine and ummm, if they’re used to that sort of structure, when you do things out of 
sequence it does phase them a little bit
What sequence things does XXXXX have?
Apart from the socks issue, there’s nothing particular I think he does, like one 
particular activity, but if he’s doing something and you interrupt that sequence he will 
often deconstruct that and start it from the beginning again. I get quite cross you 
know ‘I didn’t what to do that’, ‘I didn’t want to you to put that there’ ummm
What do you mean, put it there, didn’t want to do that
I mean lets say he’s packing some toys up, putting them in a box and they do things 
very slowly at that age, you know sort of ‘how long can this take, I know mummy 
wants me to go to bed sort of thing and if he’s doing that and taking a huge amount of 
time you might sort of step in and when we step in and help him put his toys away he 
gets very stressed and takes it all the toys back and puts them away again in his own 
way, but its not one particular thing. I couldn’t say he does that all the time.
What happens if he cant do the sock manoeuvring, so if your in a rush?
Well I suppose over time its become less of an issue and now it happens very rarely 
unless he’s really tired and doesn’t want to go to school and then it will build up into a 
bit of a problem, as does getting dressed, you know some days he’ll get up and get 
dressed perfectly and other days he wont ummm but with the sock issue, initially you 
start of well I started off by helping him to put the socks on but that didn’t really solve 
the problem as he would take them off and put them on again ummm so then we tried 
ive you don’t like those socks here’s anything pair of socks try these ones these are 
better’ but that didn’t really work cos his approach to that is ‘well no these are no 
good go and get me another so we’re into that standing there and bantering with him. 
So again I suppose it depends on your parenting style, so after a while you sort of 
think I’ve done all I can all my involvement here is just exacerbating the situation so 
now I lay his clothes out every night as I do my other son, they get washed and 
dressed in the morning, totally their responsibility I put a pair of socks on his clothes 
now if he has an issue with his socks I say ‘if you want to change your socks, you 
know where they are in the drawer help yourself, otherwise you’re needed for 
breakfast. And at first we had lots of wailing a knashing of teeth but now its less of a 
problem.
Is there a father in the house?
Yes,
Whats his response to the behaviours
He’s learnt my response, but that’s not he’s instinctive response. His immediate 
response is to interact with XXXXX a lot more on these sorts of issues. And I 
suppose Dads do tend to do that cos there, he’s no the primary carer I tend to be the 
disciplinarian, the routine maker. He’s very involved with them, he gets their breakfast 
every morning, puts them to bed at night, but he’s much more easily pulled into these 
activities you know and XXXXX being a dominant child, he’s very bright very 
articulate, you know he could speak from when he was two umm is able to, I hesitate 
to use the word manipulate, but to get as much attention from XXXXX, my husband.
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as he can, and a lot of that is about getting more attention than his brother so it’s 
almost like if I kick off (pause) he gets more attention than his older brother
Are there any other things like that, sequence, toys in box sort of thing
He likes to line things up. Little collectable toys and he has strategies for lining them 
up and if you interrupt that by dusting or something and they’re not in the right 
sequence, he’ll often come and tell you in certain terms that you’ve got it wrong. I 
mean something that springs to mind that isn’t repetitive behaviour, is when he goes 
to school, he has to always walk along a certain bit and then jump over this small 
hole. It’s a bit funny really, he always does it, I just let him do it, he’ll probably forget 
one day and then stop doing it.
About the deconstructing. I think you’re saying that if you helped him he would 
sort of put all his toys in the box out. So what do you do now?
Its very difficult I would like to just leave him to do it, but life isn’t like that, you don’t 
have the time to let them do everything at their own pace and there are certain 
situations where its not worth the hassle to interrupt, it doesn’t matter if its ten 
minutes longer. But if you’ve got to get tea down him and you’ve got pick his older 
brother up from XXXXX you just cant let him do it. But often that time, it tends to be 
early in the morning with the sock thing or in the evening with the toys and its both 
times when they’re tired, they’re not quite with it and a bit emotional.
So what do you do?
Well I have to sometimes just step in and he will obviously sometimes just have a 
wobbly, but my approach to that, you know we’ve got to pick your brother up when 
we get back you can do that, it doesn’t matter if its like that, whats the worst that can 
happen, they’re gonna be out of order.
What does do a wobbly mean?
Well he’ll cry, you know have a bit of a tantrum. But you know this is over the whole 
age range you’re talking about, he’s is nearly through all of that now. He doesn’t react 
so easily to things, doesn’t get frustrated but it is as I say those peak times when 
they’re tired.
What about XXXXX, what is his response to these behaviours?
Well, like I say I think he’s learnt to follow my rationale of not getting sucked into 
these situations, but I think his natural response was to try and please XXXXX but the 
more you try and please him in those scenarios the worse it gets so he’s learnt to 
back away
What’s your response to the lining up thing?
Yeah I suppose, I think if he was doing it obsessively, you know as a parent you 
know it’s a sign of perhaps children displaying some of the sort of autisticy tendencies 
and the Asperger thing so you’re always aware of looking out for abnormal behaviour, 
you’re looking out for them to behave as their friends behave. And then as you say 
you consider them to be normal. So if its part of play I don’t have a problem with it. 
And if I did see him doing exactly the same thing everyday at the exclusion of others
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then I would see it as a problem but at the moment it’s just sort of little play activities 
at that level
What about your partner how does he respond to the lining up
Yeah he’s ok, unless he gets frustrated I think when XXXXXs doing something and 
we have to interrupt that with either its bedtime or have diner and he wont come 
instantly you know if he’s halfway through one of his activities, but the same can be 
said if he’s watching a programme on television he wont want to come unless that’s 
finished.
Does he make him finish or allow him time
Depends on the situation and the need at the time. We pick out battles and we’re 
quite directive as parents so if it doesn’t happen then there’s a consequence and that 
might be going to bed half and hour early,. We don’t smack we try to say you know 
dinner’s in five minutes time, wash your hands.
Has your response to the lining up has it always been the same
Yeah I think so. Quite directive you know I don’t put up with tantrums. I will try to warn
him, you know in ten minutes time,, in five minutes time. Its about trying to pre-empt
that to minimise the interruption so they feel they’re in charge
Breaking this down into times of the day, So, to start with, does XXXXX have 
any behaviours which they feel that they have to do the same way each time in 
the morning? These can be repeated behaviours, rigid behaviours or 
behaviours that he has to do a particular way?
Nothing significant other than his clothes have to be laid out and does their morning 
routine.
Is that their routine, like do you think they feel they have to do it a certain way
I suppose he does sort of put his t-shirt on first. But if he couldn’t I think that’d be fine. 
What wouldn’t would be if his clothes weren’t out there for him.
What would be your response to that
Get them out the drawer yourself XXXXX 
What about your partner
He’ll probably get them out for him
Does XXXXX have any behaviours which they feel that they have to do the 
same way each time in the afternoon? Again, these can be repeated 
behaviours, rigid behaviours or behaviours that he has to do a particular way?
No, there’s nothing I don’t think
What about when he comes home from school, any particular behaviours he 
has to do.
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No, only that I make them wash their hands when they come home.
How about mealtimes? Does XXXXXX have any behaviours which they feel that 
they have to do the same way each time at mealtimes? Again, these can be 
repeated behaviours, rigid behaviours or behaviours that XXXXX has to do a 
particular way?
My older son who I know your not interested about always eats one thing at a time, 
so all his meat, all his vegetables.
How about bedtime? Does XXXX have any behaviours which they feel that they 
have to do the same way each time at bedtime? Again, these can be repeated 
behaviours, rigid behaviours or behaviours that your child has to do a 
particular way?
Im feeling a bit guilty as we do have a sort of set bedtime routine but I don’t think
that’s driven by them. We always go upstairs they get undressed, while I sort of
toothbrush and put shower on.
Anything need to do before got to sleep?
Well XXXXX needs a little muzzy cloth thing and if he doesn’t have that it’s a bit of a 
drama, but having said that we went on holiday recently, and I didn’t take it with me 
and it wasn’t a problem so its not really a huge problem
What’s your response if he doesn’t have it
Well I will try, and he does take it somewhere so he does take it away, put it 
downstairs and hide it behind a pillow. I will look for what I consider a reasonable, will 
have a look around, but if I cant find it my response is well you shouldn’t have taken it 
down and lost it and we’ll find it in the morning and go to sleep and he generally 
does,
How about your partner, what’s his response?
He’ll probably spend more time looking
Does XXXXX have any behaviours which they feel that they have to do the 
same way each time when they are out the house? Again, these can be 
repeated behaviours, rigid behaviours or behaviours that your child has to do a 
particular way?
Silly things like his hat, he’ll fuss with that quite a lot, and if you put his hat on he 
always move it around. But its more about him taking control of things rather than a 
repetitive behaviour. I’m big enough to put my own hat on rather than I must have hat 
on certain way sort of thing.
What about if he cant do that
Well its progressed from screaming to more of a moan and a grump, its over sooner. 
He always been tantrumy. Because he’s always been forward and vocal.
What’s your response to the hat thing?
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Provided he’s wearing his hat when its sunny to protect his head, but often ill try to 
make it so that the peeks at the back as when leaning down get sun on back of neck. 
If not a sunny day then he’ll turn it round, if a sunny day then he’ll turn it round and ill 
tell him to turn it back and if he doesn’t then I tell him he has to go in, so I guess 
there’s a line and let them express on needs and preferences but not all the time
What’s your partner’s response?
He tends to get into more negotiation
Does XXXXXX have any behaviours which they feel that they have to do the 
same way each time when toileting? Again, these can be repeated behaviours, 
rigid behaviours or behaviours that XXXXXX has to do a particular way?
XXXXX will often say that if XXXXX or someone on the toilet he will say I want to go’. 
Half the time he’s not desperate and it’s a controlly thing. Where possible I try to give 
benefit of the doubt, but other time ill just make him wait
What is your partners response
Very similar, but he’ll give him benefit of doubt for longer
Any behaviours your son performs that you feel may be a little different from 
other children?
He’s a lot brighter with a big vocabulary and reads more. There are children in his 
class that are barely speaking
So you don’t see any differences with other in his class on an age range
No I think once they’ve all got to that age they would have all got to that level but he 
is quite dominant at school. He’s often the little leader at school. I work on that with 
him as he can be a bit bossy.
Do you notice anything XXXXX does that suggests he’s repeating thoughts in 
his mind?
How do you guess that?
It’s a tricky one, do you notice anything that suggests he is repeating 
thoughts?
They do get hung on on things? If take a dinosaurs in the morning he’ll play with 
dinosaurs in afternoon
Coat thing when he started school. You’d zip it up then he’d want to zip it up and 
they’d be all this going on, and then you o with for a little while and they you think 
this is not acceptable anymore and you say no you put it on and go in the car.
If he couldn’t put coat on?
He’d continue to engage you in putting it on, its not comfortable and you get to the 
point where you’ve done everything to make it comfortable, and then you realise it is 
attention and its about you keeping me here one to one instead of going to school.
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How does your Partner respond
Gave a lot more lee-way
Ok, well thank you very much, that’s brilliant. Do you have any questions that 
you would like to ask me?
No, I don’t think so. I’ve got your details if I think of anything anyway.
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Appendix F:
Study One: The initial CRBQ measure.
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOUR CHILD aged between 4-6. In relation to your child rate 
how often they currently exhibit each of these behaviours
0 = Never
1 = Once in a while
2 = About half of the time
3 = Very Often
4 = Always
1. Has a preference for a particular chair or place when eating
2. Has a preference for a particular plate or cutlery at 
mealtimes
3. Has to have a particular toy / item with them at a particular 
time of the day (NOT INCLUDING BEDTIME)
4. Has a strong preference for a particular food, either all the 
time or at a particular time in the day
5. Has a strong preference for a particular drink, either all the 
time or at a particular time in the day
6. Likes to eat food a particular way
7. Repetitively says the same phrases/questions/comments
8. Has to have someone say a particular comment everyday
9. Asks a lot of questions
10. Has to have a certain toy / item at bedtime
11. Has to have a story at bedtime
12. Has a dislike for certain sensations / objects (e.g., feel of 
clothing, dry skin)
13. Has a strong preference to wear particular clothes
14. Wants to put a particular item of clothing on a particular 
way
15. Wants to sit next to a certain family member during a 
particular time of the day
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16. Wants to walk a certain way during a particular walk
17. Has to do a particular activity with a particular parent / 
person
18. Has to watch same programme many times
19. Has to have toys in a particular order / way
20. Does not like people moving / throwing away his/her things
21. Has to complete something once started
22. Child wants to do a particular task before or after an activity
23. Has to do things him/herself and if another person helps 
then child will want to redo task independently
24. Has to put certain item(s) in a particular place.
25. Goes through periods of being fixated with a particular toy
26. Has specific routines around washing / toileting
27. Wants to perform certain acts a particular way
28. Child wants other(s) to perform a particular act with him a 
particular way
29. At a certain point of the day, the child wants to do a 
particular act
30. At / In a certain place a child wants to do a particular act
31. Is particularly concerned about safety
32. Is concerned about following certain rules properly
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Appendix G:
The Parental Response Items.
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
In thinking about your above responses to the behaviours that your child 
shows, please rate how often you do the following six responses using the 
above 0-4 code (Note: these parental responses were on the same page as the 32 
CRBQ items in the measure given to the participants):
ignore him/her
I reason with him/her
I go along with/help with the behaviour
I become angry with him/her 
I try to distract him/her 
I give reassurance to him/her
3 4
3 4
3 4
3 4
3 4
3 4
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Appendix H:
Study One: Favourable Ethical Opinion from the Faculty of Arts and Human 
Sciences at The University of Surrey
Note: Due to the original structure of the Ethics Proposal, stages 1 and 2 mentioned 
in this letter represent ‘Stage 1 ’ described in this thesis.
Dr XXXX XXXX
Chair: Faculty of Arts and Human Sciences Ethics Committee 
University of Surrey
14^  ^May 2009
Dear Ben
Reference: 324-PSY-09 RS
Title of Project: Measurement of rigid behaviours in children and relationship 
with parental characteristics
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion for stage 1 (the interviews) and stage 2 of your research. Favourable 
ethical approval has been given to the method of stage 3 but, as you are aware, you 
will need to submit the questionnaires associated with stage 3 to the Faculty Ethics 
Committee before final approval for that part of your research can be given.
Hence you can now proceed with stages 1 and 2 of your research. We look forward 
to receiving an application for approval for stage 3 in its entirety when the 
questionnaires have been formulated. When you make that application, do include a 
covering letter in which you specify that you are seeking approval only for the 
questionnaires.
In the meantime, if there are any significant changes to stages 1 and 2 of your 
proposed research or to the methodological aspect of stage 3, you may need to 
consider requesting further scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr XXXX XXXX
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Appendix I:
Study Two: The Child Routines Inventory (CRI)
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOUR CHILD aged between 4-6. In relation to your child rate 
how often they currently exhibit each of these behaviours
0 = Not at all I Never
1 = A little I rarely
2 = Somewhat I sometimes
3 = Quite a lot I Often
4 = Very Much I Always
1. Is your child very attached to one favourite object?
2. Does your child collect or store objects?
3. Does your child have strong preferences for certain foods?
4. Does your child act out the same thing over and over in 
pretend play?
5. Does your child seem very concerned with dirt, cleanliness, 
or neatness?
6. Does your child line up objects in straight lines or in 
symmetrical patterns?
7. Does your child have persistent habits?
8. Does your child prefer the same household schedule or 
routine every day?
9. Does your child insist on having certain objects around the 
house “in their place”?
10. Does your child repeat certain actions over and over?
11. Does your child like to eat foods in a particular way?
12. Does your child seem very aware of, or sensitive to how 
certain clothes feel?
13. Does your child have a strong preference for wearing (or 
not wearing) certain items of clothing?
14. Does your child arrange objects or perform certain 
behaviours until they seem “just right” to him/her?
15. Does your child prefer to have things done in a particular 
order, or in a certain way (i.e., is he / she a “perfectionist”?)
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16. Does your child seem very aware of certain details at 
home (such as flecks of dirt on the floor, imperfections in toys 
and clothes)?
17. Does your child strongly prefer to stick to one game or 
activity rather than change to a new one?
18. Does your child make requests or excuses that would 
enable him / her to postpone going to bed?
19. Does your child prepare for bedtime by engaging in a 
special activity or routine, or by doing or saying things in a 
certain order or a certain way?
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Appendix J:
Study Two: The Spence Preschool Anxiety Scale (SPAS)
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOUR CHILD aged between 4-6. Below is a list of 
items that describe children. For each item please circle the response that best 
describes your child. Please answer all the items as well as you can, even if 
some do not seem to apply to your child.
0 = Not true at all
1 = Seldom true
2 = Sometimes true
3 = Quite often true
4 = Very Often true
1. Has difficulty stopping him/herself from worrying
2. Worries that he/she will do something to look stupid in front 
of other people
3. Keeps checking that he/she has done things right (e.g., that 
he/she closed a door, turned off a tap.
4. Is tense, restless or irritable due to worrying
5. Is scared to ask an adult for help (e.g., a preschool or school 
teacher)
6. Is reluctant to go to sleep without you or to sleep away from 
home
7. Is scared of heights (high places)
8. Has trouble sleeping due to worrying
9. Washes his/her hands over and over many times each day
10. Is afraid of crowded or closed-in places
11. Is afraid of meeting or talking to unfamiliar people
12. Worries that something bad will happen to his/her parents
13. Is scared of thunderstorms
14. Spends a large part of each day worrying about various 
things
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15. Is afraid of talking in front of the class e.g., show and tell 0 1 2 3 4
16. Worries that something bad might happen to him/her (e.g., 
getting lost or kidnapped), so he/she won’t be able to see you 
again.
0 1 2 3 4
17. Is nervous of going swimming 0 1 2 3 4
18. Has to have things in exactly the right order or position to 
stop bad things from happening. 0 1 2 3 4
19. Worries that he/she will do something embarrassing in 
front of other people 0 1 2 3 4
20. Is afraid of insects and/or spiders 0 1 2 3 4
21. Has bad or silly thoughts or images that keep coming back 
over and over 0 1 2 3 4
22. Becomes distressed about your leaving him/her at school 
or with a babysitter 0 1 2 3 4
23. Is afraid to go up to a group of children and join their 
activities 0 1 2 3 4
24. Is frightened of dogs. 0 1 2 3 4
25. Has nightmares about being apart form you 0 1 2 3 4
26. Is afraid of the dark 0 1 2 3 4
27. Has to keep thinking special thoughts (e.g., numbers or 
words) to stop bad things from happening. 0 1 2 3 4
28. Asks for reassurance when it doesn’t seem necessary. 0 1 2 3 4
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Appendix K:
Study Two: The Parenting Styles and Dimensions Questionnaire -  Short Version 
(PSDQ-S)
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOU, the parent. For each item, rate how often you 
exhibit this behaviour with your child aged 4-6:
0 = Never
1 = Once in a while
2 = About half of the time
3 = Very Often
4 = Always
1 .1 am responsive to my child’s feelings and needs.
2 .1 take my child’s desires into account before asking him/her 
to do something.
3. When my child asks why he/she has to conform, I state: 
because I said so, or I am your parent and I want you to.
4 .1 explain to my child how I feel about the child’s good and 
bad behaviour.
5 .1 encourage my child to talk about his/her troubles.
6 .1 find it difficult to discipline my child.
7 .1 encourage my child to freely express (himself)(herself) 
even when disagreeing with me.
8 .1 punish by taking privileges away from my child with little if 
any explanations.
9 .1 emphasize the reasons for rules.
10.1 give comfort and understanding when my child is upset.
11.1 yell or shout when my child misbehaves.
12.1 give praise when my child is good.
13.1 give into my child when the child causes a commotion 
about something.
14.1 explode in anger towards my child.
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15.1 threaten my child with punishment more often than 
actually giving it.
16.1 take into account my child’s preferences in making plans .  
for the family.
17.1 state punishments to my child and do not actually do 
them.
18.1 show respect for my child’s opinions by encouraging my 
child to express them.
19.1 allow my child to give input into family rules.
20.1 scold and criticize to make my child improve.
21.1 spoil my child.
22.1 give my child reasons why rules should be obeyed.
23.1 use threats as punishment with little or no justification.
24.1 have warm and intimate times together with my child.
25.1 punish by putting my child off somewhere alone with little 
if any explanations.
26.1 help my child to understand the impact of behaviour by 
encouraging my child to talk about the consequences of 
his/her own actions.
27.1 scold or criticize when my child’s behaviour doesn’t meet 
my expectations.
28.1 explain the consequences of the child’s behaviour.
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Appendix L:
Study Two: The Obsessive-Compulsive Inventory Revised (OCI-R)
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOU, the parent. The following statements refer to 
experiences that many people have in their everyday lives. Circle the number 
that best describes HOW MUCH that experience has DISTRESSED or 
BOTHERED you during the PAST MONTH. The numbers refer to the following 
verbal labels:
0 = Not at all
1 = A little
2 = Moderately
3 = A lot
4 = Extremely
1 .1 have saved up so many things that they get in the way.
2 .1 check things more often than necessary.
3 .1 get upset if objects are not arranged properly.
4 .1 feel compelled to count while I am doing things.
5 .1 find it difficult to touch an object when I know it has been 
touched by strangers or certain people.
6 .1 find it difficult to control my own thoughts.
7 .1 collect things I don’t need.
8 .1 repeatedly check doors, windows, drawers, etc.
9 .1 get upset if others change the way I have arranged things.
10.1 feel I have to repeat certain numbers.
11.1 sometimes have to wash or clean myself simply because 
I feel contaminated.
12.1 am upset by unpleasant thoughts that come into my mind 
against my will.
13.1 avoid throwing things away because I am afraid I might 
need them later.
14.1 repeatedly check gas and water taps and light switches 
after turning them off.
15.1 need things to be arranged in a particular order.
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16.1 feel that there are good and bad numbers. 0 1 2  3 4
17.1 wash my hands more often and longer than necessary. 0 1 2  3 4
18.1 frequently get nasty thoughts and have difficulty in getting ^ 
rid of them.
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Appendix M:
Study Two: The Magical Ideation Scale (MIS)
Note: The questionnaire was formatted differently in the study. The change of 
formatting here is due to the page margins required for the portfolio.
These questions relate to YOU, the parent. Please circle either TRUE or FALSE 
to each of the following questions.
1. Some people can make me aware of them just by thinking about TRUE FALSE
me.
2. I have had the momentary feeling that I might not be human. TRUE FALSE
3. I have sometimes been fearful of stepping on sidewalk cracks. TRUE FALSE
4. I think I could learn to read other's minds if I wanted to. TRUE FALSE
5. Horoscopes are right too often for it to be a coincidence. TRUE FALSE
6. Things sometimes seem to be in different places when I get TRUE FALSE
home, even though no one has been there.
7. Numbers like 13 and 7 have no special powers. TRUE FALSE
8. I have occasionally had the silly feeling that a TV or radio TRUE FALSE
broadcaster knew I was listening to him.
9. I have worried that people on other planets may be influencing TRUE FALSE
what happens on earth.
10. The government refuses to tell us the truth about flying saucers. TRUE FALSE
11.1 have felt that there were messages for me in the way things TRUE FALSE
were arranged, like in a store window.
12. I have never doubted that my dreams are the products of my TRUE FALSE
own mind.
13. Good luck charms don't work. TRUE FALSE
14. I have noticed sounds on my records that are not there at other TRUE FALSE
times.
15. The hand motions that strangers make seem to influence me at TRUE FALSE
times.
16. I almost never dream about things before they happen. TRUE FALSE
17. I have had the momentary feeling that someone's place has TRUE FALSE
been taken by a look-alike.
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18. It is not possible to harm others merely by thinking bad thoughts 
about them.
TRUE FALSE
19.1 have sometimes sensed an evil presence around me, 
although 1 could not see it.
TRUE FALSE
20.1 sometimes have a feeling of gaining or losing energy when 
certain people look at me or touch me.
TRUE FALSE
21.1 have sometimes had the passing thought that strangers are in 
love with me.
TRUE FALSE
22.1 have never had the feeling that certain thoughts of mine really 
belonged to someone else.
TRUE FALSE
23. When introduced to strangers, 1 rarely wonder whether 1 have 
known them before.
TRUE FALSE
24. If reincarnation were true, it would explain some unusual 
experiences 1 have had.
TRUE FALSE
25. People often behave so strangely that one wonders if they are 
part of an experiment.
TRUE FALSE
26. At times 1 perform certain little rituals to ward off negative 
influences.
TRUE FALSE
27.1 have felt that 1 might cause something to happen just by 
thinking too much about it.
TRUE FALSE
28.1 have wondered whether the spirits of the dead can influence 
the living.
TRUE FALSE
29. At times 1 have felt that a professor's / teacher’s lecture was 
meant especially for me.
TRUE FALSE
30.1 have sometimes felt that strangers were reading my mind. TRUE FALSE
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Appendix N:
Study Two: Demographic Information Questionnaire 
Participant Demographic Information (please circle answers)
1) Are you:
2) Your age:
3) Ethnicity:
4) Education Level 
(Highest Qualification)
M other /  Father
W hite Mixed Asian/Asian British Black/Black British
Chinese Other....................
GCSE/0 Level/CSE 
Degree
A/AS Level Diploma
Postgraduate Degree/Diploma
5) Child's Gender:
6) Child's age:
Male /  Female 
 Years.... Months
7) Does your child have any mental health or learning disability diagnoses? Yes/No. 
If yes please indicate the diagnoses:......................
Child must be aaed between 4 and 6 years. Please answer the auestionnaires in relation to
this one child.
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Appendix O:
Study Two: Information sheet given to participants
Note: The information sheet was formatted differently in the study and included a 
University of Surrey letterhead. The change of formatting here is due to the page 
margins required for the portfolio.
DATE
Dear Parent / Guardian,
MrX (Headteacher) at XXXXXX Primary School has kindly allowed me to write to you 
to find out if you would be willing to take part in a research study. The research forms 
the first part of a long-term study by the Clinical Psychology department at the 
University of Surrey and looks into the development of rigid/repetitive behaviours in 
children and the way parents manage such issues. Many children aged four to six 
have rigid/repetitive behaviours and we are looking to investigate more surrounding 
these behaviours, in particular the way parents commonly manage these behaviours, 
and whether certain behaviours in children are associated with particular 
characteristics in child and parent. Importantly, even if you do not feel your child has 
any behaviour like this, we would still like to hear from you, as this would still aid our 
study.
Attached to this letter are several questionnaires that form the study and are 
designed to help us look into the subject area. If you are interested in completing 
these, please read the directions for completing the questionnaires (see below). You 
are under no obligation to complete the questionnaires and any responses will 
be confidential.
Directions for completion of questionnaires: To complete the study we ask that 
you answer all questions on each questionnaire in this pack. Some questionnaires 
ask you questions about yourself, some about your child. If you have more than one 
child, please relate the questions to your child aged between 4 to 6 years. If you have 
more than one child between these ages then please choose the youngest of these 
children. Please indicate your child’s details on the first page of the questionnaires. If 
you do not have a child aged between these ages, then apologies, the questionnaire 
has been given to you in error.
Are there any risks to taking part? This is a mandatory question to ask in all 
research studies. There is no anticipated risk to this research but if you were to 
become upset or distressed from the study or concerned about your child’s behaviour 
then it is suggested to contact your local general practitioner (G.P.) or speak to 
teachers at the school who have access to behavioural support services. We think it 
important to add that none of these questionnaires will give an indication of any 
strengths or problems in the family.
Contact Information: Naturally you may have some questions about this study and 
we are more than happy to answer any questions you have. If you would like to 
speak to someone please contact either the Clinical Psychology department on 
(01483) 689441 or email us directly on either b.mead@surrey.ac.uk or
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j.ogden@surrey.ac.uk. Furthermore, if you have any complaints or concerns 
regarding the study please contact us and these issues will be addressed.
Once you have completed the questionnaires please return them in the Freepost 
envelope provided. Please return questionnaires by DATE.
Many thanks for your time, it really is appreciated, and once again, please don’t 
hesitate to contact with any questions
Ben Mead, Trainee Clinical Psychologist, b.mead@surrey.ac.uk
Prof. Jane Ogden, Professor of Health Psychology, j.ogden@surrey.ac.uk
Dr. Laura Simonds, Psychology Lecturer
The University of Surrey, Clinical Psychology Department, Guildford, Surrey. GU2 
7XH
105
Appendix P:
Study Two: Information and opt-in about the cohort study given to participants
Follow-up study: Although your completion of this part of the research is useful on 
its own merit, it does form part of a long-term study looking at whether child 
behaviour at age 4-6 is linked to behavioural and emotional characteristics later in 
life. If you are interested in being contacted in the future with follow-up questionnaires 
we need to be able to match up your responses today with those in the future. To do 
this we require your details (please insert below). Your details will be stored on a 
password encrypted database so to maintain confidentiality. Importantly though, you 
are under no obligation to complete further stages even if you complete these current 
questionnaires and even if you opt-in. If you do not wish to be contacted then 
there is no need to insert your details. Filling in these questionnaires will still 
be very helpful to the study irrespective on whether you wish to take part in the 
follow-up research.
Name of Address Contact Telephone Signature
Participant Number or email
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Appendix Q:
Study Two: Favourable Ethical Opinion from the Faculty of Arts and Human 
Sciences at The University of Surrey.
Note: Due to the original structure of the Ethics Proposal, stage 3 mentioned in this 
letter represents ‘Stage 2’ described in this thesis.
DrXXXX
Chair: Faculty of Arts and Human Sciences Ethics Committee 
University of Surrey
12 November 2009
Dear Ben
Reference: 324-PSY-09
Title of Project: Measurement of rigid behaviours in children and relationship 
with parental characteristics (Stage 3 Questionnaires)
Thank you for your submission of the questionnaires associated with Stage 3 of the 
above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
DrXXXX
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Appendix R:
Study Two: The Final CRBQ measure
These questions relate to YOUR CHILD aged between 4-6. In relation to your 
child rate how often they currently exhibit each of these behaviours
0 = Never
1 = Once in a while
2 = About half of the time
3 = Very Often
4 = Always
1. Has a preference for a particular plate or cutlery at g 
mealtimes
2. Has a strong preference for a particular food, either all g
the time or at a particular time in the day.
3. Has a strong preference for a particular drink, either all g
the time or at a particular time in the day.
4. Likes to eat food a particular way 0
5. Has to have a certain toy/item at bedtime 0
6 . Has to have a story at bedtime. 0
7. Wants to put a particular item of clothing on a particular g 
way.
8 . Wants to sit next to a certain family member during a g 
particular time of the day.
9. Has to do a particular activity with a parent / person
10. Has to have toys in a particular order / way.
11. Does not like people moving/throwing away his/her 
things.
12. Has to complete something once started.
13. Child wants to do a particular task before or after an 
activity.
14. Has to do things him/herself and if another person g 
helps then child will want to redo task independently.
15. Has to put certain item(s) in a particular place. 0
16. Wants to perform certain acts a particular way. 0
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17. Child wants other(s) to perform a particular act with 0 1 2  3
him a particular way.
18. In a certain place a child wants to do a particular act. 0 1 2  3 4
19. Is particularly concerned about safety. 0 1 2  3 4
20. Is concerned about following certain rules properly 0 1 2  3 4
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Employment outcomes of a private work enterprise company offering a
sheltered work scheme
1. Abstract
Background: The service evaluation focused on employment outcomes of a private 
work enterprise company (WEC) offering a sheltered work scheme. It was hoped it 
would firstly aid clinicians in deciding whether to refer a client to the WEC and 
secondly aid the WEC in improving their service. Thirdly it was hoped it would provide 
information to facilitate a discussion surrounding the retention of the WEC given the 
likelihood of a new back-to-work scheme (Individual Placement and Support) coming 
to the region shortly.
Objectives: To achieve its aims, the evaluation sought to ascertain a number of 
factors: What proportion of clients is the WEC effective at transitioning to work?; Is 
age, gender or diagnosis related to employment outcome?; What is the length of stay 
of clients in the WEC?; Is age or gender related to length of stay in the WEC?
Method: The evaluation analysed 92 client records over a two-year period from 12*^  
January 2006 to January 2008 (63 males, 29 females).
Results and Implications: The WEC transitions 24% of clients back to work. However 
no relationships between client characteristics and outcomes were found enabling 
only partial aid to clinicians deciding whether to refer a client. The average length of 
stay was 128 days with 90% of clients leaving the WEC before ten months. Age was 
weakly positively correlated to length of stay but gender was not related. 
Improvements to the WEC’s data collection system were suggested and the study 
facilitated a discussion surrounding the retention of the WEC.
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2. Introduction
‘Employment, housing and a strong social network are important to a person’s mental 
health as the treatment they receive’ (Appleby, 2007 pp. 1). Add this to the statistics 
showing there are now over one million mentally ill people on incapacity benefits, a 
figure greater than the total number on unemployment benefits (Layard, 2006), and 
there is clear reasoning in the government’s approach to help those with mental
health difficulties return to work (Department of Health, 2006).
Employment provides income, support, a personal sense of identity, a sense of 
achievement and a way to occupy and structure time. Research suggests that not 
only can employment reduce mental health symptoms and improve quality of life 
(Rinaldi et al, 2008; Bond et al, 2001) but that it also restricts the likelihood of the 
development of mental health problems and suicide (Lewis & Sloggett, 1998; Warner, 
1994).
2.1 Back to employment services
Two main schemes primarily focus on helping those with mental health problems 
return to work; Individual placement and support (IPS) and sheltered work schemes. 
Research suggests IPS, which is used in the United States, is the most effective
scheme (Crowther et al, 2001; Drake et al, 1999), however, it is very much in its
infancy in the U.K.
The goal of IPS is to match the client’s strengths with an occupation. The method 
seeks to transition a client straight back to work with little prevocational training (see 
Bond, 2004 for further principles). The scheme involves an employment specialist, 
being integrated into the community mental health team (CMHT) and leading the 
intervention to return the client to work. This approach enables the client to continue 
access to their health care provider (psychiatrist, psychologist, nurse, social worker 
etc.) and allows the clinical team to collaborate with the employment specialist to 
determine the best support to help the client gain and retain employment. Studies in 
the United States have indicated good outcomes from IPS with 40-60% of service 
users returning to work and sustaining the employment (Bond, 2004; Drake et al, 
1999).
Sheltered work schemes involve individuals fulfilling productive jobs in a sheltered, 
supported environment with the view to transition clients back to open employment.
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The results from these schemes suggest it is not as effective as IPS in returning 
service users back to work, with Cox (2002) finding only 13% of mental health service 
users transitioned to open employment. Furthermore, the approach has been 
criticised through research indicating such schemes only reinforce the suggestion in 
the client that they are only capable of working in a sheltered environment, leading 
them to stay in that environment without progressing (Bond et al, 2001). However, 
although there are criticisms of this method, there are those that advocate the 
method believing the approach can ‘protect’ clients early in their treatment process 
and that it provides a service to clients who may take a longer time to acquire the 
abilities to survive in more open settings (Black, 1992).
The Work Enterprise Company (WEC) that is the focus of this evaluation operates 
primarily as a sheltered work scheme. It is a privately owned company with the main 
source of income through fundraising. Service users are referred to the company by a 
mental health professional, and there are no strict referral criteria other than a mental 
illness and a willingness to work. Once accepted, service users have regular 
meetings with staff at the WEC to ensure progress towards employment is being 
maintained. As indicated, this approach has strengths and weaknesses in 
reintegrating mental health service users back to work. However, it is the primary 
back-to-work scheme adopted in this country with the IPS model still in its infancy in 
the U.K.
This service evaluation has three main aims. The first aim is to provide information to 
mental health professionals that will help them decide whether to refer a client to the 
WEC. Information regarding the likelihood the client will transition to work through the 
WEC, how long their client is likely to stay there and whether their age or gender is 
likely to affect their length of stay will be analysed.
The second aim is to utilise the information discovered above to enable the WEC to 
improve its service. From this information the WEC can decide whether to resource- 
target those individuals who are likely to transition to work, or whether to implement 
new strategies that will aid those clients who benefit less from the service. 
Furthermore, it is hoped the evaluation will provide the WEC with information about 
how they can improve their data collection system for future audits.
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Finally, the third aim is to utilise the analyses to inform a discussion as to whether 
there is a need to continue having the WEC if an IPS scheme is adopted in the 
region. Given the IPS scheme has superior results to sheltered work schemes there 
is an argument that the WEC will not be needed. However, since it is unlikely that one 
approach would work with everybody, there is a definite reason for retaining the WEC 
and giving service-users choice. The service evaluation seeks to provide information 
to enable the region to better assess whether the WEC should still be utilised once 
the IPS scheme is adopted.
Therefore the service evaluation aimed to address the following questions:
1) What proportion of clients is the WEC effective at transitioning to work?
2) Is age, gender or diagnosis related to employment outcome?
3) What is the length of stay of clients in the WEC?
4) Is age or gender related to length of stay in the WEC?
3. Method
3.1 Cases
Electronic data were available from 205 clients who were accepted into the WEC 
between 12‘  ^January 2006 and 8 *^  January 2008. Of these 205, 113 clients could not 
be included in the analysis as they were either current clients {n = 46), clients whose 
outcome was unknown {n = 56), or clients who never turned up after being accepted 
into the service {n = 11). This left a total of 92 cases for analysis (63 males, 29 
females). Each client had a mental health difficulty.
3.2 Variables
Variables used for analysis were age, gender, diagnosis (Depression, Schizophrenia, 
Autism/Aspergers, Learning Disability, Physical Disability, Personality Disorder, 
Drugs and Alcohol (past or current) and ‘Other’) and length of stay (days). Outcome 
was dichotomous (employment, no employment). The employment category 
comprised clients who had each transitioned into paid employment away from the 
WEC. The ‘No employment’ category comprised clients who had either self 
discharged and not gained employment or who had relapsed. ‘Relapsed’ refers to a 
client who was admitted back to hospital and was either still there, or was discharged
116
from hospital and chose not to return to the WEC. These clients were grouped as 
they were not treated separately in employment outcome data in other studies (Cox, 
2002; Drake et al, 1999).
3.3 Ethics
Ethical approval was not required. Data was used with a service improvement aim 
and all client data was anonymised.
3.4 Data Analysis
Where analysis involved categorical data (e.g., gender, diagnosis), chi square tests of 
association were calculated. Where analysis involved group comparison of a 
continuous variable (age, length of stay) f tests were calculated.
4. Results
4.1 Question One: What proportion of clients is the WEC effective at 
transitioning to work?
There were 92 valid cases in the evaluation period. Of these, 22 found employment, 
representing 24% of those clients. Of the 70 (76%) who had no found employment, 
53 (58%) had self discharged and not found employment and 17 (18%) had relapsed.
4.2 Question Two: Is age, gender or diagnosis related to employment outcome?
Age: Employment and no employment groups were compared on age using an 
independent groups t-test. Levene’s unequal variance’ result, found no difference in 
age between employment and no employment groups (40.28 years (standard 
deviation (std. dev) = 13.93) vs. 38.28 years (std. dev. = 10.84), /(29.440) = 0.617, 
p>.05)
Gender: A 2 x 2 (male/employment (18), male/no employment (45),
female/employment (4), female/ no employment (25)) chi square test of association 
was used and no effect was found (ri2(1) = 6.972, p>.05).
Diagnosis: Clients often had more than one diagnosis, with the database not 
indicating the primary diagnosis. This made performing a chi-square test of
117
association impossible due to contravening the rule of independence. However, an 
observation of the pattern of results indicated no diagnosis to be related to outcome. 
See Table one for descriptive statistics.
Table 1: Frequencies of employment outcome related to diagnosis.
Depression Sctiizophreni
a
Learning
Disability
Physical
Disability
Personality
Disorder
Drugs & 
Alcohol
Other
diagnosis
Employment 16 2 1 2 3 22 21
No
employment
42 13 1 2 4 30 31
4.3 Question Three: What is the length of stay of clients?
Table two indicates the descriptive statistics of length of stay for employment, no 
employment and both groups combined. It indicates that stay is slightly longer for 
those gaining employment. However, an independent groups f-test found no 
statistically significant difference between the length of stay of those transitioning to 
employment and the length of stay of those not transitioning to employment (t(90) = 
1.295, p>.05 (.198)). This indicates that the length a client stays does not effect 
whether they transition to employment or not.
Table 2: Descriptive statistics of length of stay for employment, no employment and 
both groups combined.
Minimum
days
Maximum
days
Mean
days
Standard
deviation
Median
Days
Employment 14 491 164.18 145.37 133
No employment 4 660 117.0 150.10 61.5
Combined 4 660 128.28 149.57 76
In terms of the length of time taken to transition to employment. Figure one indicates 
that 32% (7 clients) of those who do transition, transition within the first two months, 
with 6 8 % (15 clients) transitioning within six months. However, it is noticeable that 
50% (35 clients) of the clients who did not transition, left the service within two 
months of starting.
Further analysis indicates that as time goes on, the number of clients staying in the 
service declines, and clients do not tend to stay in the service longer than ten 
months. For example, 45.6% of clients leave within two months, 19.6% between two
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to four months, 14.1% between four to eight months and 6.5% between eight to ten 
months. Indeed, by ten months, 90.2% of clients have left the service with the 
percentage split almost evenly between employment (90.9%) and no employment 
groups (90.0%).
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Figure 1: Proportion of clients in bi-monthly (61 day) periods, detailing the number 
who gained/did not gain employment.
4.4 Question Four: Is age or gender related to length of stay?
Age: Spearman’s rank-order correlational analyses was conducted due to ‘length of 
stay’ not fulfilling normal distribution requirements (Kolmogorov-Smirnov Z = 1.949, 
p<.001). The one-tailed analyses indicated significant positive correlation between 
age and length of stay in the in-house training department r(92) = 0.178, p<.05. Given 
the small effect size, this only weakly indicates that the older the client the longer they 
are likely to stay in the service.
Gender: An independent groups f-test found no difference between the gender (male 
vs. female) of a client and their length of stay in the service (128.83 days (std. dev. =
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143.53 days) vs. 127.10 days (std. dev. = 164.59 days), t(90) = 0.051, p>.05). This 
suggests both male and female clients stay in the service for similar lengths of time.
5. Discussion
Analysis of client data indicated that 24% of those who start at the WEC obtain 
employment. Analysis further indicated that neither age nor gender was related to 
employment outcome. The relationship of diagnosis to employment was complicated 
by a lack of data showing the primary diagnosis of a client so a statistical analysis 
could not be performed on this dataset. However, frequency data indicated diagnosis 
did not seem to be related to outcome. The lack of relationships mean that it is 
difficult to give clinicians an idea of which of their clients would likely transition to 
employment from the WEC. The lack of relationships also means the analysis cannot 
provide the WEC with information about which clients to target, or which clients to 
improve their service for. However, positively, the lack of relationships could mean 
the 24% success rate can be achieved all clients, irrespective of age, gender or 
diagnosis. This therefore gives clinicians and the WEC estimated figure on the 
chance of any client transitioning from the WEC to work.
Regarding length of stay, the results indicated 6 8 % who obtain employment do so 
within six months, with 32% within the first two months. Although it appears that 
clients are still as likely to obtain employment from staying in the service longer, this 
result provides clinicians with an idea of how long it will take their client to transition to 
employment should they utilise this service. Furthermore, the result can be used as a 
marker of concern for those clients at the service longer than six months, and could 
be used as a figure for the WEC to increase evaluation meetings with the client to 
check they are still finding the service to have a positive impact towards their goal of 
employment.
In addition, contrary to Bond et al’s (2001) claims, these analyses indicate that 
working in a sheltered environment does not produce clients who believe they are 
only able to work in sheltered environments and who therefore stay in these 
environments. Indeed, results indicated that 90% leave the service by ten months. 
This could reflect positively on the monitoring system in place at the WEC that 
ensures clients are continuously progressing. In terms of usefulness of these results, 
the WEC could use these results as a motivation tool for client wanting to leave early 
in their stay at the WEC. Given half of those who do not obtain employment leave
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within the first two months, there is an indication that clients starting at the WEC can 
be susceptible to believing it is not helping them transition back to work. Using this 
result could act as a motivator to continue, and could increase their chances of 
transitioning back to work. Further research on early dropout reasons could find this 
out.
Further analyses indicated that age was weakly related to length of stay whereas 
gender was not related to length of stay. Clinicians can therefore envisage that older 
clients may be slightly more likely to stay in the WEC for a longer period. It could also 
be advisable for the WEC to recognise this, and to be more aware of older clients 
spending longer in the service, particularly since age is not related to outcome.
In terms of this service evaluation’s aim to provide the WEC with advice on how to 
improve their database, the evaluation showed a number of improvements could be 
made. Firstly, there are a significant number of ‘other’ diagnoses recorded (27.4%). 
Having this information alongside a greater sample of clients would enable a full 
analysis into whether diagnosis affects employment outcome. Secondly, although 
there was an option on the database to include ‘drugs and alcohol’, this option had 
been selected irrespective of whether this had been a past or a current problem for 
the client. Updating the database to include this would enrich further data collection 
since current substance misuse could well be related to dropout or relapse. Thirdly, it 
was noted that the database did not have the option to indicate what the primary 
diagnosis was. This proved problematic in the statistical analyses due to categorical 
data being used and multiple diagnoses breaking the independent samples rule for 
chi-square.
The third aim of this service evaluation was to help provide information into whether 
there is a need to continue having the WEC if an IPS scheme is adopted in the 
region. Essentially it is difficult to support the retention of the WEC without having a 
comparison in the analyses. It may be that some individuals are more suited to the 
WEC than IPS even if this evaluation could not find a characteristic reflecting this. 
The WEC transitioned 24% of clients back to work and even though this is less than 
the figures researched for IPS (Bond, 2004) it cannot be assumed that these clients 
would also benefit from the IPS model. Again it comes down to the notion of choice 
with some clients perhaps preferring the WEC approach over the IPS. Importantly 
though, the results here could indicate that clients do not start to believe they can
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only work in sheltered environment, and are proactive -  both about transitioning to 
work, and recognising the WEC scheme is not working for them. This is shown by 
90% of clients leaving the WEC before ten months. Given this, there appears little 
harm in clients trying the gradual WEC approach, even if it turns out not to work for 
them.
In terms of future evaluations, it would be of interest to ascertain the severity of the 
clients’ mental illness and see how this is related to outcome, since it could be that 
severity of illness affects the likelihood of transitioning to employment through the 
WEC. This could be achieved through quantitative measures at intake interview and 
at discharge. Furthermore, qualitative research could be completed to assess client 
feedback on the service and how they feel it is beneficial or could be improved. If 
attempted, it would be important to access the opinion of those that drop out and 
those that gain employment to enable a broad range of opinions to be gathered.
In addition it is important to recognise a limitation of the evaluation. There were a 
number of ‘unknown’ outcomes (over 25%) in the original 205 clients, and clients who 
had left the WEC without employment were not followed up. This latter point is unlike 
the Drake et al (1999) study that followed up clients soon after they had left a scheme 
and credited any work gained to the scheme they had previously used. Given these 
points, the WEC could be theorised to help in the transition to work process of a 
larger (or smaller) percentage of clients than this evaluation states. It is thought the 
service could be more assiduous in collecting outcome data to enable greater 
accuracy in evaluation to take place.
Finally, the findings of the evaluation were fed back to the service. The WEC were 
grateful for the insights offered.
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Evidence that the findings of the SRRP Project were fed back to the Service
Service Related Research Project 
August 2008 
Year One
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Proof of SRRP Presentation
The project ‘Employment outcomes o f a private work enterprise company offering a 
sheltered work scheme’ was presented to the Health and Social Governance 
committee and the manager of the Work Enterprise Company on the 7*'’ August 2008. 
It was also presented to the Guildford and Waverley Team on 13*'^  August 2008
Signed
Ann Adair -  Field Supervisor
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Research Log Checklist
Items completed over the course of training
Years One, Two and Three
127
Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brie f research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues o f 
diversity, and structuring plans accordingly V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data from research participants V
12 Choosing appropriate design for research questions V
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety o f contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed Journals or edited 
book
30 Applying research findings to clinical practice V
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“At the moment we’re just sharing space not sharing the experience” 
Investigating division in a shared learning environment
Qualitative Research Project 
June 2008 
Year One
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Abstract 
Background and Objectives
The present study aimed to explore experiences of two clinical and counselling 
psychology trainees who shared the same learning environment. We were interested in 
constructions of reality resulting from differing subjective experiences and how the 
professionals within the two groups made sense of these experiences. From relatively 
early in the course there were evident divisions between members of the counselling 
and clinical cohorts. We were keen to find out more about the forces driving this divide 
and consider how participants felt these lectures could be more appropriately 
organised to reduce any discord.
Method
Focus groups were identified as a useful way of collecting data for the present study 
and contained six self-selecting clinical trainees and two self-selecting counselling 
trainees. These allowed us to investigate the group perceptions of the shared learning 
process in a context whereby any dynamic discussion could occur and a sense of the 
group’s meaning-making could be derived.
We chose Interpretative Phenomenological Analysis (IPA) as an analytic approach as 
it fitted with our interest in the subjective realities being experienced by participants 
and allowed us to recognise and work with our dual roles as participants and 
researchers.
Results
Data analysis established seven superordinate themes that encompassed a small 
number of psychology trainees’ experiences of a shared learning environment. This 
report focused on one of these, described as ‘Division’.
Conclusions
The study suggests that shared learning tends to be successful only in the presence of 
common objectives which are worked towards in a collaborative manner.
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What is the evidence base for formulation as a core clinical skill?
Adult Mental Health Essay
Dec 2007 
Year One
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Introduction
The Division of Clinical Psychology (2001) view formulation as one of the four core 
skills of a psychologist and describe it as ‘the summation and integration of the 
knowledge that is acquired by assessment process...This will draw on psychological 
theory and data to provide a framework for describing a problem, how it developed and 
is being maintained’ (p. 3). As a tool, it is considered to improve clinical judgement, 
treatment planning and treatment implementation for a particular case (Eells, 1997). 
However, what is the evidence base surrounding this? In reviewing and providing a 
critical analysis of the literature, one will focus on cognitive case formulation (OOF). A 
number of aspects will be explored, each containing empirical evidence and personal 
reflections. These aspects will be split into five sections, and organised in the following 
way:
Section 1: A top-down perspective of formulation will be analysed. This will focus on 
cognitive case formulation and critically review the evidence base surrounding the key 
aspects of the formulation including core beliefs, conditional assumptions and 
compensatory strategies.
Section 2: This section will analyse evidence into whether cognitive case formulation 
as an approach has been shown to facilitate therapy and improve treatment outcomes. 
In doing this, I will review evidence comparing standardised vs. individualised 
treatment packages.
Section 3: This will review the reliability and validity of cognitive formulation. It will 
discuss whether clinicians have consistency between each other as to what is included 
in a formulation, and whether their formulations are of a good standard related to that 
individual.
Section 4: The fourth section in this discussion will look at evidence into the usefulness 
of formulation. Much of the evidence discussed in this section will be transferable 
across many therapeutic approaches to formulation. Topics on review will include 
diversity, comorbidity and personality traits.
Section 5: This will involve a discussion surrounding the complexities of reviewing the 
evidence base of formulation and discussing whether an evidence base is required.
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The opinions of service users will also be discussed and finally, there will be a 
discussion surrounding the value of formulation within the current climate in the NHS.
Conclusion: This will draw together all the main points discussed.
As stated, it is important to note that much of the focus of discussion will be 
surrounding cognitive case formulation. Other theoretical approaches will be 
mentioned and indeed much of the discussion in section four and five can be related to 
most therapeutic approaches. However, the focus for much of the discussion will be 
cognitive. The reasons for this are:
Cognitive therapy is the primary approach used by psychologists.
Cognitive therapy is the psychological intervention most advised in the 
NICE guidelines with regards to the core disorders of depression (NICE, 
2007a) and anxiety (NICE, 2007b).
The limits of this essay meant I felt a comprehensive analysis of a variety of 
approaches was unfeasible and would allow limited, if any critical review to 
take place. Therefore, I thought it best to focus on one formulation 
approach, critique the evidence base in depth, whilst still keeping in mind 
other approaches in discussion.
Section 1: A top-down perspective of cognitive case formulation
An important component of CCF is the assessment of idiosyncratic cognitive schemas. 
These are theorised to be the predisposing factors of a person’s difficulty. Longitudinal 
cognitive formulations include Beck (1995), Greenberger and Padesky (1995) and 
Lehay (2003) and in general, these formulations look at the predisposing factors in 
terms of early childhood experiences, core beliefs, conditional assumptions / beliefs / 
rules and compensatory strategies. They then look at the maintaining factors in terms 
of a situation-thoughts-feelings-behaviour connection. The aim for this section is to 
review the evidence base for each of these aspects in addition to the evidence base 
indicating these aspects are connected.
In terms of early childhood experiences and core beliefs, research suggests that 
people suffering with mental health difficulties, in particular depression, are likely to
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have both an array of negative early experiences as well as negative core beliefs (see 
Clark & Beck, 1999). As for the connection between these two elements, although 
there are good amounts of research suggesting those with depression have both an 
array of negative early life experiences, as well as negative core beliefs, it is unclear if 
one causes the other. The intrinsic nature of core beliefs makes this difficult to assess, 
and it could be that the pathway between beliefs and experiences is impossible to 
assess at the current time. However, research by Turner and Cole (1994) suggests to 
me that the connection is brought about through abstract reasoning pathways. In their 
study. Turner and Cole (1994) showed how young children do not appear to integrate 
their negative cognitions towards events to form ‘styles’ of cognitive thought. Rather, 
they take each event as it comes. However, as a child grows older (13+) they begin to 
create these styles. It could be therefore that during early adolescence they begin to 
conceptualise their experiences both past and present and unconsciously formulate 
beliefs through abstract reasoning pathways. These beliefs then generate ‘styles’ of 
thinking. If this is the case then it would support the connection between early 
experiences and core beliefs.
Due to negative core beliefs being difficult to cope with we unconsciously develop the 
use of rules, assumptions and beliefs that then generate compensatory strategies to 
keep us acting in a certain way to stop the belief from materialising. Research into 
conditional assumptions, rules and beliefs is limited, however there is evidence that 
compensatory strategies are indeed utilised, particularly in depression, to help us cope 
albeit temporarily (Kuyken & Brewin, 1994). Whether the compensatory strategies are 
mediated by assumptions/beliefs/rules is less clear in the empirical research literature 
though. There is a further absence of evidence indicating both of their connections with 
core beliefs.
In terms of evidence for the Situation-Thought-Feeling-Behaviour connection the 
evidence is stronger. Evidence indicates negative self focused thoughts are directly 
related to mood (Persons & Burns 1985) and also that depressed individuals can be 
distinguished from non-depressed individuals on the basis of their behaviour (Bieling 
and Alden, 2001). Furthermore, evidence into anxiety indicates highly anxious 
individuals are more likely to automatically attend to threat stimuli than neutral stimuli 
(Mogg et al, 2000). Indeed, there is a large source of research connecting each of the 
four aspects and I lead you towards Clark and Beck (1999) for a fuller review.
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Evidence into the core aspects of CCF is therefore varied. Whilst some aspects are 
well researched, others are less so. Mechanisms that link the elements together are 
also short in research, although one would add that this could be due to limits on what 
can be psychologically researched. In terms of the evidence, the research surrounding 
children leads me to question the value of CCF in young children. If it is true that 
negative cognitive styles are not formed till adolescence, then the evidence base for 
cognitive formulating as a clinical skill with children is negligible and instead therapy 
with younger children should try to focus on generating positive experiences to counter 
the current negative ones. This could then create more balanced cognitions when the 
reasoning process starts.
Section 2: Does formulation in the cognitive therapeutic approach facilitate 
therapy?
This section will examine the difference in treatment outcomes between cognitive 
therapy utilising standardised protocols, and cognitive therapy using an individualistic 
approach. This is due to the individualised approach utilising far greater use of 
formulation to ascertain the difficulties. The logic for this discussion is that if an 
individualised treatment leads to improved outcomes then this provides evidence for 
the use of formulation.
There a number of studies comparing the two approaches (Emmelkamp et al 1994; 
Ghaderi 2006; Jacobson et al 1989; Schulte et al, 1992), however their results differ. 
Ghaderi (2006) has shown that individualised cognitive behavioural treatment for 
bulimia produces slightly better results than standardised treatment. Furthermore the 
studies indicate 80% of the total number of non-responders came from the 
standardised group. Jacobson et al (1989) and Emmelkamp et al (1994) in 
comparison, showed that there have been no significant difference between the 
standardised and the individualised groups, even at follow up for therapy for couples 
and OCD respectively (although it is worth indicating that Jacobson et al (1989) 
showed a non-significant improvement over standardised treatment). Moving onto 
Schulte et al (1992), they designed a study with individuals with phobias. The results 
showed that those on the standardised package had more improved outcomes, even 
at follow up, and that there were greater improvements across the severities of the 
phobias in the standardised group. Interestingly however, a closer analysis of the 
results from the study show that the highest number of dropouts also came from the 
standardised group.
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Looking at the results, it is interesting that the positive results towards formulation 
occurred in arguably the more complex difficulties (for example, bulimia and couples 
therapy). It could therefore be the case that cognitive formulating in more complex 
difficulties can significantly improve treatment outcome, whereas in treatments 
requiring a significant emphasis on exposure formulation has less of an effect. I say, 
‘less of an effect’, because there is an argument that all treatment involves some form 
of formulating in order to tailor the treatment, even in the most basic way, to the client.
Section 3: The reliability and validity of cognitive case formulation
In this section I will discuss whether clinicians have consistency between each other in 
deciding what is included in a cognitive case formulation (reliability). Furthermore I will 
discuss the evidence into whether their formulations are of a good standard related to 
that individual (validity). An evidence base showing clinicians formulate similarly, and 
specify the important aspects related to this individual, would increase its value as a 
core clinical skill.
Kuyken et al (2005) recently looked into the reliability of clinicians undertaking a 
cognitive case formulation. This involved analysing whether there was agreement 
amongst the clinicians on each factor of a cognitive case formulation (Beck’s (1995) 
case conceptualisation diagram was utilised). Their results were alarming. Even on 
descriptive information regarding early life experiences, 50% of clinicians rarely agreed 
with each other. ‘Core beliefs’ produced better reliability, as did compensatory 
strategies, however, reliability on conditional assumptions were very poor with general 
agreement below 35%. The study even factored in clinician qualifications, and although 
clinicians accredited to BABCP (British Association for Behavioural and Cognitive 
Psychotherapies) status (the highest status in the study) did show more agreement, 
their levels were still concerning (invariably below 60%). These results therefore 
suggest that one client is unlikely to receive the same cognitive formulation between 
clinicians.
The results are alarming, but are consistent with previous research (Persons et al, 
1995). However, it is important to indicate some points before one considers this 
evidence against the use of cognitive formulation. The first is that the study was not 
‘real world’. Clinicians in the study received written information about the client -  there 
was no face-to-face contact, and thus their formulations were produced purely on the
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basis of vignettes. The introduction of face-to-face contact would allow clinicians to 
correspond with their client around aspects of the formulation, and through the 
collaborative involvement, one would imagine higher levels of reliability would be 
discovered. Furthermore however, it is uncertain whether increased reliability would 
affect treatment outcome. To suggest it, would be stating that there is only one way to 
help a client with his/her difficulties and that if two clinicians formulate differently only 
one will generate a positive outcome. Given there could be a variety of reasons 
surrounding how a client’s difficulty has come about, a client does not need to be 
aware of each one to enable progress to be made. Rather, the ability to have at least 
one idea could generate understanding, thereby facilitating improvement.
In relation to validity, the question is whether CCF picks up on the most important 
idiosyncratic cognitive schemas. Bieling and Kuyken (2003) stated they knew of no 
validity studies into CCF and perhaps this is why Kuyken et a/’s (2005) study could be 
construed to be making an attempt at assessing this when it considers an evaluation of 
the ‘quality’ in formulations produced. Whilst 62.5% of BABCP accredited clinicians 
achieved ‘good enough’ quality, only 45.9% of non- accredited and 25% of pre­
qualified achieved this level. Unfortunately, if this was an attempt, it has a number of 
weaknesses. Firstly, the ‘quality’ element is related to the subjective opinions of just 
two assessors in addition to the level of agreement with a benchmark formulation by 
Beck (1995). Given it is essentially a comparison with others this makes this element to 
the study another reliability investigation and the poor results are indicative of the 
reliability assessment earlier. Secondly, the use of a vignette brings with it the same 
criticisms as in their reliability assessment. To produce a validity assessment of CCF, 
as with reliability assessments, one has to compare the work of independently 
generated CCFs, generated through contact with actual clients. Although at an early 
stage, work by Mumma and Mooney (2007a, 2007b) and Mumma (2004) has produced 
a latent variables, time series approach to this utilising daily recording of distress. 
Although relatively in it’s early stages, their research appears a promising, valid and 
well controlled way to assess validity. Their early results of the validity of cognitive 
formulations indicate good levels of validity with clinician expertise to be a good 
indicator of validity although it is unfortunate that the paper does not indicate the 
measure of expertise used. Indeed, one could not rule out that the expertise element to 
mean ‘experience’, an element indicated to be less related to formulation ability (Eells 
et al, 2005)
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Therefore the results indicate an evidence base in relation to reliability and validity is 
difficult to assess. Reliability studies appear to suggest poor levels are attained 
(increasing with expertise), but there are marked weaknesses in the studies that 
prevent me from ascertaining a conclusion from them. In terms of validity, evidence 
suggests that expertise could impact on a clinician’s ability to pick up on the most 
important idiosyncratic cognitive schemas. However, this is a tentative conclusion and 
one that requires greater research.
Section 4: The usefulness and impact of formulation as a process.
This section will analyse how useful the process of CCF is, and what impact in has with 
relation to the views of the client. Many of the comments in this section can be 
attributed to other theoretical approaches to formulation. The discussion will focus on:
Diversity factors 
Co-morbidity 
Personality traits 
Service user opinions.
In regards to diversity factors, these can be wide ranging, including such aspects such 
as age, learning disabilities and culture. These will be the focus here, although it is 
recognised there are aspects beyond this.
In terms of age, the question for this discussion is whether formulations are robust to
the variable of age. This perhaps depends on the skill of the clinician. For example, a 
clinician who has skill in explaining ideas in simple terms is more likely to generate a 
deeper, more accurate formulation with children than a clinician who is not skilled in
this area. Regarding CCF specifically however if, as suggested in section one, that
younger children do not integrate their cognitions to form cognitive styles (Turner and 
Cole, 1994) then the use of CCF could be arguable with this client base, given weight 
also by the fact that there is little randomised controlled trial data to support the value 
of cognitive therapy in children.
The evidence base for formulation with a client with learning disabilities is varied. 
Whilst Barrowcliff (in press) has indicated that positive changes in core beliefs can be 
achieved with a client with mild learning difficulties, Joyce et al (2006) has indicated 
that adults with intellectual disabilities are unable to pass tests linking emotions with
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events. If the latter is the case then cognitive formulating could well pose a difficulty, 
and techniques utilised for young children such as visual cues could well be needed to 
facilitate understanding. The results from Joyce et al (2006) certainly support this 
notion given that participants found it easier to identify than name an emotion.
The cultural background of a client can also have an effect. Ramirez et al (1996) have 
shown that clinicians who state they do consider culture in their formulation also state 
how they find it difficult to analyse a client’s acculturation. As pointed out by Ridley and 
Kelly (2006), these factors combined could suggest that clinicians are likely to make 
one of two errors. The first is concluding a client’s behaviour is pathological when in 
actually fact it is normal given their cultural context. The second is that a clinician can 
fail to identify a problem when it truly exists. However, perhaps the most worrying is the 
lack of confidence clinicians have in considering culture in their formulation.
From a personal perspective, I certainly recognise gaps in my cultural knowledge base, 
and indeed in other aspects and I recognise the impact this could have on my 
formulation ability. This recognition will entail supervision, support and training to be 
adopted in these areas whilst the collaborative work of formulation will ensure my client 
recognises my limitations so my client can assist me in assisting him/her. The fact that 
systems such as supervision and training are in place in psychology services mean 
issues in relation to culture, race, gender -  all elements of diversity, can have a 
minimal impact on the clinical practice of formulation provided these support systems 
are utilised and a clinician is aware of his/her weaknesses.
In relation to co-morbidity, an ideographic approach to formulation enables the clinician 
to ascertain whether there are common elements between their client’s disorders. 
Given that many disorders share common elements (e.g., avoidance can be a factor in 
depression, agoraphobia and generalised anxiety disorder), a formulation approach, 
arguably from any theoretical approach allows the clinician to ascertain and work on 
these common factors, rather than undertaking a step-by-step approach to each 
disorder thereby repeating similar interventions covered in working on a previous 
difficulty.
With relation to personality traits, I suggest formulation could have a positive effect on 
therapy. Utilising the ‘social desirability bias’ as an example, Paulhus (1984) spilt this 
into two components -  self deception and impression management. The former shows 
how some clients may not admit the extent of their troubles in order to deceive
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themselves of the current difficulty level. The latter corresponds to wanting favourable 
self-impressions to other people, and this could produce a client who will be 
susceptible to dishonesty on questionnaires in a bid to make the clinician think that 
treatment is going well. The act of formulation could, in theory, highlight these traits 
during a client’s explanations of their experiences. This could enable a clinician to be 
more in touch with the client’s personal traits and aim to attempt methods to counteract 
any concerns.
Overall, this section has highlighted the many ways in which formulation can have a 
positive impact on a case through working on core aspects, recognising traits and 
gaining an understanding of the person’s culture. However, the evidence does suggest 
that, in regards to diversity the impact of the formulation could be both positive or 
negative depending on the clinician’s awareness, skills and professional practice. If the 
clinician formulates wrongly on the basis of an unrecognised (or recognised, but not 
acted upon) lack of diversity awareness, then it is possible for a negative impact to 
occur due to a client losing faith in their clinician’s ability and awareness.
Section 5: Complexities of the question, service user opinion and the value of 
formulation in the current NHS climate.
The question ‘what is the evidence for formulation as a core clinical skill’ has brought 
up a number of suggestions that appear, on the basis of the results, to suggest that the 
practice of formulating is severely lacking in an evidence base. Not only is the theory 
behind the formulations mediocre, but its perceived quality is less than adequate, its 
reliability poor, its opinion amongst service users varied and its effect on treatment 
outcomes debatable. Together, these could combine to suggest it is a skill with little 
evidence.
In response to this however one could simply say: So what?
True, the evidence base does not appear to support its use; however, looking at the 
evidence, neither is it really stating not to use it. One could bring up the question marks 
over reliability, but then one could also counter this by talking about the methodology of 
the studies, questioning why a process that has a core principle of being ‘collaborative’ 
is experimented on utilising written vignettes, which the clinician never having a chance 
to collaborate with the client. One could then bring up the issues over validity, but 
again, one could use the same answer as before. Could it be that CCF validity would
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also increase with client contact? As stated, early evidence suggests it does (Mumma, 
2004; Mumma & Mooney, 2007a, 2007b)
Going back to the ‘So what?' question, I ask the reader to consider whether there can 
be a qualitative evidence base for a tool? Given the complexities in trying to ascertain 
quantitative grounds for the process of formulation, could an evidence base not consist 
of clinician opinion and desire based on experience? An article by Sim et al (2005) 
indirectly puts across a qualitative argument and makes good suggestions as to what 
defines the benefits of formulation: integrative, explanatory, prescriptive, predictive and 
‘therapist’. It describes how formulations can help:
‘organise and integrate clinical data around a lynchpin... provide insight into the intra- 
as well as interindividual aspects of the case....set appropriate goals and choice of 
intervention point, modality and strategy....sheds light on the prognosis of the case and 
points toward a need to redirect the focus onto other areas such as exploring other 
underlying core beliefs and challenging other automatic thoughts when therapy is not
progressing (and) helps the therapist to understand the nature of the therapeutic
relationship, relationship difficulties, and, ultimately, to experience greater empathy for 
the patient beyond the presenting problems’ (p.290-291).
This explanation suggests that the value of formulating is beyond that of quantitative 
empirical testing. What is pointed out twice in the explanation is how a formulation can 
be of benefit when therapy breaks down. To empirically test whether this would be the 
case would an obvious struggle. Rather, from the explanation it is clear how it can 
help, to the point that some could argue it should not require testing. In addition, the
explanation explains how a clinician’s practise can be facilitated by the use of
formulation. This is not to say that the formulation directly facilitates treatment or
alliance, but rather it acts as an aid for the clinician. Interestingly, this is suggested in
research indicating the use of formulation increases the clinician’s perception of the 
current therapeutic alliance (Chadwick et al, 2003). Whilst the study indicated 
formulation not to increase a client’s perception of the therapeutic alliance, it could be 
argued that therapy was still facilitated by the fact the therapist felt more comfortable, 
more in control, and more capable of dealing with any new problems. My personal 
reflections on formulating are that as a novice therapist it provides me with a focus, a 
way to structure the plethora of information transferred during a session. It creates 
order and calmness to my practise, and helps organise my reflections.
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Perhaps the most evidence for using formulation should however come from the clients 
themselves. Chadwick et al (2003) comments that in relation to individualised cognitive 
case formulation, service user views varied between feeling the formulation enhanced 
their understanding of the problem, to finding them upsetting due to the realisation their 
problem was more complex and not wanting to talk about information they wanted to 
blank out. Since these views indicate a difference in the wishes of clients, it would be 
perhaps better practise to ask the client for the type of approach they would prefer, or 
not prefer. This could then have an influencing factor on the therapeutic alliance, a 
concept believed to have a major impact on treatment outcome (Trepka et al, 2003). 
One could argue however that giving the client an option could place too much 
influence on a client’s shoulders, thereby potentially lowering the therapeutic alliance. 
Personally I would agree that a client’s wishes should be given high priority, but I also 
believe that as clinicians we should, in part, be assertive in our practice to progress the 
client and generate confidence in the client as to our abilities. Therapy can be 
distressing and if this distress is created in a structure that leads to progression (and 
the client is aware of the value of the information) then I believe it is viable.
Finally, moving onto the use of formulation in the current NHS climate, and we have to 
look into the feasibility of utilising an approach that appears to have mediocre empirical 
evidence base. This is especially given its practise arguably takes up more time (cost) 
and requires more expertise (therefore higher paid clinicians) than standardised 
treatment would. We therefore need to decide whether the mediocre evidence base 
and desire to use it, outweighs the time and cost it expels. Personally, I would say it 
does. However, I do think the NHS setting does play a role in the decision. My 
experience as a trainee and as an assistant psychologist has seen me work in a 
variety of settings, giving therapy within different constraints. There have been 
positions which have allowed me time to reflect and spend time on a client’s 
formulation, and there have been positions where the pressure on reducing waiting 
lists has led me to use a more intuitive reasoning process with regards to formulation. 
Kahnemann (2003) describes two processes to decision making -  an effortless 
intuition approach that is impressionistic and associative and a deliberate reasoning 
approach that is more structured and allows an opportunity to recognise our subjective 
responses. CCF leads one to use the latter given its structural process, however, 
implementing CCF with little time means the former is more likely and this is where 
errors could occur. Given this, and the research showing the solid outcomes of a
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standardised approach in less complex difficulties, I suggest a standardised approach 
is used in less complex cases, allowing more time for deliberate reasoning in the more 
complex cases increasing the validity of the practice in these cases. This should, 
perhaps lower waiting lists.
Conclusion
I have discussed many aspects of the evidence base for formulation, focusing 
particularly on cognitive case formulation. The evidence against formulation arguably 
arrives in the form of reliability studies. However, these studies have their weaknesses. 
The current paucity of validity studies is also of note, although recent advances are 
promising with early results indicating good levels of validity.
Further evidence gives weight both for and against the use of formulation -  service 
user perspectives, diversity, standardised vs. individualised studies and the theory 
behind the elements of the formulation. With regards to the standardised-individualised 
results, it is of note that neither of the studies controlled for clinician expertise and 
some excluded an experience variable. Given reliability and validity studies indicate 
this could have to have an effect this could explain the inconclusive results in some of 
the studies, with the suggestion being the only the individualised condition would suffer 
due to the simplicity of the step-by-step standardised approach.
Factors such as comorbidity and client personality traits give rise to the use of 
formulation, but for me the greatest weight of evidence comes in explanations into how 
it assists a therapist. Formulation provides a means of structure for the clinician’s work, 
enabling one to process the information given, and providing order to the practice.
In terms of its lack of empirical evidence base we should not forget that formulation is 
open to so many variables from the client (personal preference of disclosure, age, 
diversity, personality traits), the clinician (expertise, experience, diversity awareness, 
intuitive ability) and the setting (strains on waiting lists, NHS cutbacks). Arguably 
therefore it is a process that can not have an empirical evidence base, at least not one 
that requires the strict controls of good quality research.
Before I sum up my final comment, I would like to add that this essay has focused on 
CCF. There is recognition that a number of other approaches to formulation exist (for 
example, psychodynamic, systemic, integrative approaches). These approaches all
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have their strengths, and in particular, with regards to an evidence base, a recent 
psychodynamic approach -  the Core Conflictuel Relationship Theme, (Luborsky, & 
Crits-Christoph, 1998) has been indicated to be strong in theory surrounding the 
formulation’s core aspects and also strong in validity and reliability (Bieling and 
Kuyken, 2003). However, I do have my reservations about the proud claims of the 
evidence. In particular, the fact that all of the current research appears to have been 
through the designers of the formulation. Despite this, the evidence is worth noting.
However, to sum up: Should formulation, particularly CCF therefore be a core clinical 
skill? One can only look the plethora of studies that suggest cognitive therapy is 
effective (Butler, Chapman, Foreman & Beck, 2006). Formulation is a core part of that 
therapy. Whether it is the part that dictates the success is unknown, and some would 
argue, immaterial.
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Introduction
Research into psychiatrie stigma indicates Violent’, ‘incompetent’ and ‘to blame for 
their difficulties’ as commonly held beliefs about people with mental illness (Corrigan, 
2004). Unfortunately, the evidence base explaining how to reduce this incorrect 
psychiatric stigma is weak (National Institute of Mental Health England [NIMHE], 
2004). This is despite stigma and discrimination being deemed a priority issue for 
improving standards of mental health care both throughout the world (World Health 
Organisation, 2001) and in the UK where Standard One of the National Service 
Framework for Mental Health (Department of Health, 1999) requires health and social 
services departments to combat the problems with mental health discrimination and 
promote social inclusion.
The result of this public stigma and discrimination is that the recovery and 
reintegration of mental health service users back into their community is hindered 
(British Psychological Society, 2000) with the effect of social exclusion causing 
reduced access to employment opportunities, difficulties in obtaining insurance, 
poverty and depleted social networks (Huxley & Thornicroft, 2003).
The purpose of this essay is therefore to investigate how clinical psychologists can 
work with communities to reduce this stigma and discrimination that leads to social 
exclusion. It is acknowledged that this question could have been answered in many 
ways. For example, the essay could think about stigma and social exclusion from a 
socio-constructivist perspective. It could also address the theoretical positions 
surrounding stigma or work from a community psychology perspective on how to 
empower communities. The stance I have taken however is, after initially addressing 
the cause of stigma (Section one), to look at researched interventions into the stigma 
of mental illness (Section two), and utilising social psychology research, to think 
about how these interventions can be enhanced to facilitate attitude change (Section 
three). The reason I have taken this stance is because approaches to tackle mental 
health stigma have only been shown to be mildly effective. It is hoped by exploring 
these approaches alongside social psychology literature I can produce an idea as to 
how clinical psychologists can perform interventions that are effective for use in the 
community. From this I move on to address the views of service users to help 
generate ideas on the topics these interventions should focus on (Section four). 
Finally, the last section (Section five) will focus on the process of setting up these
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interventions and address the possible difficulties a clinical psychologist could face in 
the implementation phase.
Section 1 : Definition of stigma and how it is caused
Stigma is ‘a prejudice, based on stereotypes, which results in discrimination’ (Link & 
Phelan, 2001, pp. 363). Literature from social psychology indicates that prejudice is 
caused through social and cognitive processes.
In terms of social processes. Smith and Mackie (2000) indicate that our desire to 
conform with the ‘group ideal’ leads us to agree with the views of those we feel 
connected to, which, in childhood are our parents, and in adulthood often our 
respected peers. Therefore, if those people have stigmatised views about mental 
illness, we are likely to agree.
In terms of cognitive processes, stigma appears to be initially generated by the 
process of ‘social categorisation’ that divides the world up into groups in order to help 
us make sense of the diverse environment. Therefore, rather than seeing a mental 
health service user as an individual, the process of social categorisation, stops us 
seeing them as individuals and instead attributes them with the traits of a ‘mental 
health’ social group. Through such sources such as the media (Hyler et al., 1991) 
these traits have become attributes such as ‘violent’ and ‘incompetent’ and it are 
these words that stand out, and these traits that people appear to immediately 
attribute to someone with a mental health illness (Corrigan, 2004), thereby creating a 
‘stigmatised’ group. Through the social categorisation effect we are also less likely to 
consider the similarities between the group and other groups (Krueger & Rothbart, 
1990), and focus on the negative traits, particularly when our self-esteem has taken a 
blow (Fein & Spencer, 1997).
Given this research, I suggest that community approaches to tackle mental health 
stigma should:
a) Work with children to try to stop their formation of negative views in relation to 
mental health.
b) Show the similarities between those with mental health difficulties and those 
without to tackle to social categorisation effect.
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c) Educate others that mental health does not mean such things as ‘violent’ and 
‘incompetent’.
d) Recognise that factors in the community affecting a person’s self esteem may be 
increasing the likelihood of stigmatisation occurring. Therefore, approaches to raise 
self esteem in a community should be considered.
Section 2: Researched interventions that have attempted to change the
stigma surrounding mental health
Corrigan and Penn (1999) identify three main interventions to reduce mental health 
stigma: Protest, Education and Contact. This section will look into the first two of 
these. ‘Contact’ will be explored in section three of this essay.
In terms of protest, the evidence appears, on the whole, weak regarding its 
effectiveness. Whilst it is sometimes effective at removing media programmes or 
images that represent mental illness in an inaccurate or hostile fashion (Wahl, 1995), 
the research indicates that protests against the stigmatisation of mental illness makes 
people more likely to undergo ‘attitude rebound’. This ‘attitude rebound’ occurs due to 
people adopting the line of ‘don’t tell me what to think’, thereby increasing their 
negative attitudes towards mental illness (Corrigan et al., 2001). This indicates that 
any approach a clinical psychologist performs in the community must utilise an 
understanding position -  getting people to recognise their own viewpoints and asking 
them to challenge them rather than telling them to. Indeed, cognitive therapy 
indicates this to be a more effective intervention, with the process or recognising and 
challenging negative thoughts central to the cognitive therapy approach (Beck, 1995).
Unlike protest interventions, educational interventions have had more positive 
reviews. Whilst this approach appears not without its weaknesses, there exists 
evidence that educational programmes tackling the stigma of mental health can have 
some effect on positively changing peoples’ attitudes. Pinfold et al. (2003) devised an 
educational intervention to inform a police force about mental health. The training 
involved two, two-hour training sessions over a six month period and was delivered 
by mental health professionals and service users. The results from the study showed 
a positive attitude change from baseline to follow-up (four weeks after last training 
session), particularly among the female police officers. Furthermore, qualitative data 
from the study indicated that due to the intervention, police officers ‘became more
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understanding towards the person (with mental illness)’ and could ‘give a member of 
the public telephone numbers of agencies that could help’ (Pinfold et al., 2003, 
pp.342). The research also indicated that police officers found it helpful to hear 
service user’s stories that were relevant to them (the stories concerned their negative 
experiences with police officers).
However, whilst the results did show a statistically significant shift in attitude score, 
this was only a 0.1 shift on a five point Likert scale, and this marginal change 
reflected many of the other attitude change scores in the study. In fact, on one scale 
that asked whether a police officer would ‘definitely be able to be friends with 
someone with schizophrenia’, more police officers stated they would not following the 
educational programme. Thinking about work clinical psychologists can do in the 
community, this study highlights the difficulties faced when trying to change attitudes. 
The research however highlights that it is important to make the topic relevant and 
understandable to the audience.
A similar educational programme occurred with children in a school setting (Pinfold, 
Toulmin et al., 2003). Referring back to section one of this essay, this was one of the 
suggestions for work that clinical psychologists could think about implementing in the 
community. However, results from this study were similar to the police study. Whilst 
there were significant positive results in attitude change towards mental health, these 
changes were relatively small at follow-up (six months after last session) indicating 
the long term effects of training to be marginal. Interestingly though, female subjects 
in the study again showed more attitude change. I could infer from this the 
importance of considering diversity issues when thinking of ways of working in the 
community. If gender plays a role in the effectiveness of an approach then it is 
important for clinical psychologists to reflect upon the demographics of its audience 
when community interventions are devised.
Research into protest and educational interventions have therefore helped me 
recognise that for community interventions:
a) It is important to utilise an understanding position -  getting people to recognise 
their own viewpoints and asking them to challenge them.
b) It is important to make any intervention relevant and understandable to the 
audience.
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c) It is important for clinical psychologists to reflect upon the demographics of its 
audience when community interventions are devised.
Why is it therefore that these educational approaches have been shown to be slightly 
ineffective? To answer this, I thought it beneficial to explore social psychology 
literature on stigma change in an effort to facilitate understanding of the low attitude 
change scores in these interventions, and enable more effective interventions to be 
thought about that clinical psychologists could perform with local communities.
Section 3: Social psychology literature exploring the influences on stigma
change
This section looks to provide answers to why educational programmes devised to 
change attitude have been slightly ineffective. Social psychology literature indicates 
that for change in attitudes or prejudices to happen the following are important:
One needs to be relaxed to change: A person being asked to change their thoughts 
needs to be relaxed and have the alternative thought explained simply (Bodenhausen 
& Lichenstein, 1987). Heightened emotion can make stereotyping more likely to occur 
(Dijker, 1987), so therefore, when working with communities it is important for a 
clinical psychologist to relax their audience and give information in an easy-to- 
understand fashion so as to promote a calm, engaging setting.
One must acknowledge, not suppress: A person needs to acknowledge their 
prejudice thoughts rather than suppress them. By suppressing them, the thoughts 
can actually become more accessible (Wegner, 1994). This appears similar to 
cognitive therapy whereby clinicians ask clients to confront and challenge their 
negative thoughts in order to help change them (Beck, 1995). Therefore, when 
working with communities, it is important to allow them space to consider their 
prejudices and whether they are viable.
One must be motivated: Social Psychology literature surrounding stigma change 
suggests that for an attitude change to occur, we must be motivated to change. Being 
motivated to change has been shown to make it more likely that we will process 
unexpected information (Hastie & Kumar, 1979). Therefore, work in the community 
must not force others to listen to our, or others, views. Rather, we should allow
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people to personally decide to listen, and let them become personally interested in 
finding out more. Interventions that are voluntarily attended rather than compulsorily 
attended could therefore be deemed more appropriate
Repeated inconsistency: In order to stop us explaining away inconsistent 
information (for example, a mental health service user who does not fulfil the 
stigmatised labels of ‘violent’ and ‘incompetent’) repeated inconsistency to our 
prejudiced thoughts are required for an attitude change to take place (Johnston & 
Hewstone, 1992). Therefore, interventions must be regular, or must encourage 
homework that generates the observer to notice repeated inconsistency to their 
stigmatised views outside of the intervention. In addition, it is important that this 
inconsistency be shown in different people. If it is not, then research has shown that a 
person is likely to simply consider the one example of a person that does not conform 
to their group as ‘atypical’ of their group, thereby maintaining the negative stigma of 
the group (Johnston & Hewstone, 1992). This research therefore indicates that work 
in the community would therefore benefit from the help or appearance of a number of 
service users, and these service users should remind people that they are members 
of the stigmatised group.
Friendship; Those who have a personal friendship or regular acquaintance with 
someone from a stigmatised group are more likely not to stigmatise that group. This 
has been shown in relation to mental health with people who have experience of 
knowing someone with a mental illness tending to stigmatise those with mental illness 
less (Angermeyer et al., 2004). Therefore I suggest that this further encourages the 
need for regular interventions -  by making interventions regular, people are more 
likely to meet and personally get to know those affected by mental health difficulties.
Social Psychology research suggests other factors as well (namely contact’, which 
shall be explored next), but from just utilising these above points, we can gain an idea 
of how it is that protest interventions are ineffective and gain an idea on how the 
educational interventions by Pinfold et al., (2003) and Pinfold, Toulmin et al., (2003) 
were not particularly effective.
In terms of the protest interventions, I argue that observers of these are not motivated 
to listen -  rather they have to listen. Furthermore, the noise this could generate may
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cause us to feel heightened emotion which could in itself, have the countering effect 
of heightening our chances of stereotyping (Dijker, 1987).
As for the educational interventions, I can see that these do not fulfil many of the 
components thought helpful for attitude change. Firstly, it is questionable whether the 
police officers or the pupils in the study were motivated. The studies occurred at 
work, so I could argue whether they wanted to be there, or whether it was deemed a 
requirement by their seniors/teachers. Along these same lines, did the police officers 
and children want to change their opinion? Secondly, both studies only had two 
teaching sessions and these were spaced quite far apart. This meant that it was 
difficult for ‘repeated inconsistency’ to take place. Participants were not consistently 
reminded of the alternative attitude, and this could have led them to refer back to their 
prior, safe attitude (‘safe’ in the sense that they had had the attitude for a long time). I 
therefore suggest that although a community intervention involving education could 
be helpful, it is important that these interventions are:
Attended on a voluntary basis. This means the audience are more likely to 
be motivated to change, and will also be relaxed about attending thereby 
facilitating any attitude change process.
Regularly arranged so that the participants have less chance to resort 
back to their previous attitude.
Not didactic, and instead, the audience is encouraged to address their 
own prejudices and challenge them in a safe environment.
So far therefore this section has highlighted important factors for a clinical 
psychologist to consider if wanting to effectively create interventions that change 
mental health stigma in a community. However, there is another important factor that 
both Corrigan (2004) and social psychologists state is important for attitude change -  
the notion of ‘Contact’. Tying in with repeated inconsistency and friendships is the 
notion of personal contact. Both social psychology stigma research, and research into 
mental health stigma change interventions indicate the importance of the ‘contact 
hypothesis’ (Allport, 1954) in stigma change (Pettigrew & Tropp, 2000; Smith & 
Mackie, 2000) and contact has been shown to lead to better results than both 
protests and education (Corrigan et al., 2001 ; Reinke et al., 2004). What this theory 
suggests is that under certain conditions direct personal contact with a member of the 
stigmatised group can reduce group stereotyping, prejudice and discrimination.
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Pettigrew and Trapp (2000) investigated ‘contact’ and through a meta-analysis 
showed that programmes that maximised five conditions yielding consistently larger 
reductions in prejudice. I have written these below, and below each condition I have 
suggested how this could affect approaches adopted by clinical psychologists in the 
community.
1) Equal status between groups -  neither group (e.g., members of the public and 
members of the stigmatised group) has a higher status in the intervention.
• This could argue that open debates may be more beneficial than 
educational programmes where the teacher-student framework may 
not allow an equal status to exist. This also suggests an importance of 
service user input, as a mental health professional performing an 
intervention could be regarded as an ‘expert’, thereby connoting a 
higher status in the intervention.
2) Common goals -  both groups working towards the same goal.
• Interventions must include people who want to be there, and want to 
help change the stigma surrounding mental health.
3) No competition -  contact is a joint effort. Therefore discussions are open, 
relaxed, not argumentative.
• Any intervention needs to be relaxed with people free to express their 
views in an open discussion. Interventions should encourage that the 
aim of both parties is not to convince the other but to just reflect on the 
other viewpoint.
4) Authority sanction for the contact -  the contact is endorsed by a higher 
authority.
• Given the goal of the Department of Health to reduce stigma 
(Department of Health, 1999), the government could be the authority 
sanction.
5) Moderate disconfirmation -  when a person of the stigmatised group only 
moderately disconfirms the stigma.
• Interventions should encourage Service Users to be honest about their 
difficulties and not exaggerate or minimise them.
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Given the research stating the importance of ‘contact’, there is a further argument for 
for service users to feel integrated into a community so as to have more contact with 
others and facilitate attitude change.. I therefore suggest that part of the role of the 
clinical psychologist is to help communities integrate service users. This can be 
through working alongside employers to ensure they are not stigmatised from 
obtaining employment. Furthermore, initiatives could be put in to help service users 
access local services. Many service users often face financial hardship due to relying 
solely on incapacity benefits and clinical psychologists could work with communities 
to ensure they receive discounts from community centres to enable service users to 
access community resources. This, of course, will not only give them contact with 
other people (which could help reduce stigma), but also provide a further resource to 
stop them being socially excluded.
In summary, social psychology literature helps in the understanding of how to combat 
stigma. With regards to what a clinical psychologist can do in local communities, this 
section has shown that:
a) attitude change is more likely when a person is relaxed, motivated, 
acknowledges their own prejudicial view, has inconsistencies to their view 
repeated to them on a regular basis or is a friend or acquaintance of someone 
with mental health difficulties.
b) educational approaches could be helpful, but need to be attended on a 
voluntary, regular basis with the education being delivered non-didactically.
c) ‘contact’ is key to attitude change, and the type of contact can also facilitate 
attitude change.
d) clinical psychologists could increase contact by working with employers and 
community services to ensure service users are able to access work and 
facilities, thereby enhancing the chance of ‘contact’, and with it, attitude 
change, occurring.
Section 4: Addressing the views of service users
So far I have come up with points that will help produce evidence-based interventions 
to reduce the stigma and discrimination of mental health in communities. However, I 
feel it is important to address the views of the service users themselves -  what do 
they want? How do they feel the stigma and discrimination they face should be
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tackled?. Furthermore, given the emphasis on the importance of contact', are they 
happy to assist clinical psychologists in community work, do they want to use 
themselves to tackle the stigma?
Pinfold et al. (2005) address this question in a focus group study with thirty-three 
mental health service users. In this study the service users are asked for what they 
think needs to be done in communities to tackle stigma and discrimination towards 
mental health. The service users suggested three main interventions for change (see 
table one).
Suggested
Intervention
Information regarding the intervention Percentage of 
service users 
favouring this 
approach
Family Interventions Information and psychoeducation for the 
family.
12%
Public education Challenge media, mental health 
promotion campaigns, work with school 
children, distribute awareness leaflets in 
public facilities.
36%
Mental Health 
service institutional 
reforms
Educate GPs, change attitudes of mental 
health professionals, increase level of 
investment, improve access pathway to 
treatment and care services, develop 
new holistic treatments.
51%
Table 1: Results from a service user focus group (Pinfold et al., 2005) on the type of 
intervention felt important to tackle mental health stigma change.
This evidence from service users shows that they are agreement with Corrigan and 
Penn (1999) that education is important in the changing of attitudes to mental health. 
Furthermore the comments from service users has questioned the need for mental 
health professionals to look at their own attitudes before their perform work with local 
communities. This is because the results show that the majority of these service 
users believe that a key intervention is to change the attitudes of the mental health
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professionals, whom they believe help sustain the negative stigma attached to mental 
health. Researching into this, I discovered evidence validating their view. For 
example, Magliano et al. (2004) found that 40% of mental health professionals held it 
completely or partly true that ‘there is little to be done for the patients with 
schizophrenia apart from helping them to live in a peaceful environment’, with only 
2% believing a complete recovery was possible. Furthermore, a meta-analysis study 
by Schulze (2007) suggests that mental health professionals have the same stigmas 
as the general public regarding mental illness. This is shown by mental health 
professionals having the same negative stereotypes and the same unwillingness to 
closely interact with mental illness as the general public. I could therefore argue that 
before working in communities, clinical psychologists need to work on themselves 
first in order not to transfer stigma attitudes during their community work.
Staying on the viewpoints of service users, further work by Rethink (Corry & Pinfold, 
2003) indicated that 27% of service users prioritise the need for having less 
discrimination in the workplace. This again suggests the need for community work to 
link in with employers.
Given the literature regarding contact’ having a positive effect on change, it was 
pleasing to discover that service users in the Pinfold et al. (2005) study appeared 
happy to form part of an intervention programme, although it is reflected upon that 
this conclusion is arguable as it is generated from views of service users who chose 
to participate in a focus group, and therefore may show a skewed representation of 
the willingness of the service user population.
Finally, it is noted that all the service users in the Pinfold et al., (2005) study were of 
white ethnic origin. Just as the diversity of gender appeared to impact on the level of 
attitude change in the Pinfold et al., (2003) and Pinfold, Toulmin et al., (2003) 
studies, I question whether the diversity of race could have an effect on the service 
users opinions. Future research is required in order to ask this, and thereby help 
clinical psychologists formulate appropriate interventions for multi-ethnic 
communities.
To summarise therefore, this section has shown that in regards to working with local 
communities to tackle mental health stigma, it is of the opinion of service users that 
interventions should:
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a) Educate the public
b) Educate GPs and mental health professionals
c) Work with employers and community resources to provide increased access 
to jobs and facilities thereby initiating ‘contact’.
Section 5: Putting the theory into practice
So far in this essay I have mainly thought about the intervention aspect, and looked 
at how clinical psychologists can maximise their chance of challenging stigma in a 
community effectively. However, I have spent less time thinking about the process of 
setting up these interventions. This I will aim to achieve in this section.
Firstly, I believe it would be naive to think that a clinical psychologist, on his/her own 
can just set up schemes that tackle stigma in a community. Rather, I envisage and 
propose clinical psychologists to working in tandem with voluntary, national 
organisations (such as Hearing Voices Network, The Strategies for Living Project 
(MHF), National Self Harm Network, UK Advocacy Network and Rethink), local 
mental health organisations and also, importantly, community development workers. I 
envisage the role of the clinical psychologist in these partnerships to be one which 
helps bring about evidence-based practice. For example, the role of the clinical 
psychologist is to help inform voluntary organisations on how to go about ways to 
educate a community about mental health stigma (i.e., the importance on service 
user contact, the importance of structuring an intervention in a way that makes it 
more likely for attitude change to occur). A clinical psychologist’s knowledge of 
research and evidence-based practice puts them in the prime position to gather 
theory surrounding stigma and interventions, critique it, and then lead voluntary 
organisations into providing effective interventions. Liaising with community 
development workers will then provide the clinical psychologist with explanatory 
frameworks surrounding the stigma and discrimination in that community, and also 
provide them with greater knowledge regarding the demographics of the community. 
This will facilitate the clinical psychologist in being able to address the diversity of the 
region, for example the prominent religious orientations and prevalence of mental 
illness in that region. This could aid the clinical psychologist to structure more 
individualistic interventions specific to the community concerned whilst the position of 
a community development worker provides the clinical psychologist with a resource
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to help evaluate the effect of interventions (stated by NIMHE, 2004, to be important). 
Drawing upon the work of Orford (1992), I feel the overall aim should be to empower 
the communities into helping themselves. I reflect upon my time as an Assistant 
Psychologist when I devised and set up a support group for parents of children with 
attention-deficit hyperactive disorder (ADHD). I created the group after recognising 
the high volume of children in the area diagnosed with ADHD and the stress their 
child’s disorder has on the parents. The group was well-attended and provided a way 
for parents to share their difficulties and discuss approaches. Initially I facilitated 
these discussions, however, in time my role became obsolete. The parents were 
organising and facilitating the sessions themselves and were helping themselves 
tackle their ADHD difficulties in their small ‘community’. My role there was similar to 
the one I envisage for clinical psychologists in relation to stigma and discrimination -  
for the clinical psychologist to help set up an effective intervention but then to take a 
backseat as the community empowers itself.
However, the strategies discussed do not help answer one of the problems given by 
service users that are causing mental health stigma and discrimination -  namely that 
the attitudes of GPs, and other mental health professionals (including psychologists). 
It is therefore the duty of mental health professionals to tackle their stigma and 
educate themselves on the accuracy of their prejudices. An openness in teams to 
acknowledge the research by Schulze (2007) could lead clinical supervision to 
become a forum from which to do this. It is hoped that a desire to enhance their 
practice provides the motivation whilst an emphatic, understanding supervisor will 
enable a relaxed debate that can challenge any current stigmas the professional may 
have.
However, whilst it is pleasing to have ideas on implementing strategies for stigma 
change, the current NHS climate dictates limited resources and funding. It is 
therefore important to consider the viability of these approaches. It is arguable that 
some trusts have insufficient budgets for clinical psychologists to perform the work 
described.. Furthermore, it is arguable that many community psychologists have 
limited time in an age where the pressures are on short-term goals of waiting list 
targets. However, given the perceived long-term benefits that could come about from 
the intervention work, one could signal towards reviews by NIMHE (2004) that 
suggest the need for strategies of this type. One could also look towards a recent 
government enquiry (Social Inclusion Unit, 2004) that indicates clearly that mental
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health stigma has a serious inclusion effect on those with mental health difficulties by 
stifling employment opportunities, social participation activities and recovery. Ojo 
(2002) wrote in the Psychiatric Bulletin, in relation to psychiatrists that: The gloves 
should come off and psychiatry needs to shout out louder “more resources and less 
stigma’” (p. 114), well perhaps it is appropriate for the clinical psychology profession 
to state the same, even better to stress it alongside our mental health colleagues.
Conclusion
I have endeavoured to answer the essay using an evidence-based practice 
approach. In doing so, I have discovered that many factors need to be considered for 
a clinical psychologist to effectively reduce stigma in a community. It is not the case 
that a clinical psychologist can simply educate a local community on mental illness 
and then presume this education will change their attitude. Rather, many factors exist 
in the process of attitude/prejudice change that need to be considered for an 
intervention to be effective, in particular, surrounding the type of ‘contact’ that 
promotes attitude change. In this essay, I have tried to research these factors to 
explain why previous anti-stigma interventions have been largely ineffective and in 
the process, have come up with my own ideas on how a clinical psychologist can 
work effectively in a community to reduce stigma that leads to social exclusion.
I have utilised opinions from service users and practitioners to gain an insight into the 
types of interventions they see as important, as the need for service users to be part 
of the interventions is vital (given the contact hypothesis). I have stressed the need 
for programmes to assist service users in gaining jobs and accessing local 
community facilities, thereby promoting contact with others. Furthermore, I have also 
suggested the importance for clinical psychologists to look at their own attitudes, as 
these themselves could be maintaining some of the stigma towards mental health, 
and therefore reduce the impact of any intervention work.
Finally, the essay addresses the processes in which a clinical psychologist could 
implement their evidence-based interventions. I have suggested working alongside 
voluntary organisations as well as community development officers to ensure a good 
distribution of workload so to the minimise the time constraints on each worker whilst 
also helping clinical psychologists to become aware of the diversity issues therefore 
enabling them to structure the intervention in a way that is more relevant and 
effective for the community they are working in.
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Problem Based Learning Reflective Account
This account will reflect on the process and content of the Problem Based learning 
task and examine how my subsequent experience and learning has influenced my 
reflections. I will also examine how the presentation facilitated my learning whilst 
finally commenting on the benefit of hindsight now the task is complete. Throughout 
my reflections I will utilise the two models my group chose to focus on.
The models used in our group were the trans-theoretical model of change (Prochaska 
et al, 1992) and the Tripartite model of change (Triandis, 1971). The trans-theoretical 
model postulates that change occurs in six phases -  pre-contemplation, 
contemplation, preparation, action, maintenance and relapse. The tripartite model 
asserts that attitude change can be caused by affect (direct experience), cognition 
(new information) and behaviour (forced behaviour).
The initial session of the group appeared to be quite anxious driven. Ideas were 
tentatively suggested during the first session, each one vague and politely accepted 
with group members reluctant to disagree with anything. This is common in the 
beginning stage’ of a group (Bolton, 2001), but I also feel each group member had a 
hidden curriculum (Bolton, 2001). We were a group whose initial task was to 
complete this exercise, but whose long term task was to help each other through 
anxieties in work and provide a safe space for people to reflect. As such, although the 
explicit nature of our interactions appeared to be connected to the exercise, the 
underlying hidden curriculum of most members was to be liked, accepted and feel 
safe. We appeared confused on how to progress, and there was a distinct sense of 
unsafe uncertainty’, a term coined by Mason (1993) where people feel reluctant to 
state their own views, whilst also being confused as to the solution.
The notion of safety is of paramount importance in therapy (Mason, 1993). A client 
often comes into therapy hoping the therapist will adopt a position of ‘safe certainty’ -  
a position whereby they are certain how to solve the client’s difficulties. On reflection,
I think as a group this is what we were looking for. We were looking for someone to 
have a firm idea, and a knowledge that it would work. I think we looked to our 
facilitator to provide this, perhaps through positive feedback on a particular idea. This 
did not transpire though, and looking back, although I was frustrated our facilitator did 
not take a grip on the group (Wright (1989) would suggest this frustration was due to
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this being a trait associated with facilitators), the fact that she did not do this enabled 
the group to start forming a sense of ‘safe uncertainty’ -  theorised to be the optimal 
position in therapy (Mason, 1993). On a personal level I began to feel able to 
confidently, not tentatively, state uncertain ideas, and be open regarding my 
uncertainty. Other group members appeared to correspond with this change, and 
when I think about what caused it, I recognise that for me, it was the unconditional 
positive regard (Rogers, 1969) shown to me by another group member when she 
disagreed with an idea I suggested. The empathetic manner she did this meant I was 
not hurt and instead felt cared for and respected. They clearly did not want to hurt my 
feelings, and this led me to feel accepted. In essence, it led me to feel ‘safe’ in not 
knowing if my ideas were good and from a stages of change model, this led me to 
feel at ease to move from ‘contemplating’ saying something to putting it into action’ 
(Prochaska et al, 1992). I remembered this incident during my early clinical work and 
it acted as a reminder to me of the positive impact of empathy. I found if a client feels 
free to say what comes to mind, then therapy will be more productive and issues can 
be explored deeper.
As a group we were therefore progressing between each other with respect and 
shared responsibility, two ‘vital cornerstones’ (Bolton, 2001 pp.59) in the principles of 
group processes, being adopted. We were starting to feel a team, and because of 
this I found myself seeing the team as part of my identity, and others seeing the team 
as part of my identity (Smith, 1993). This, I believe was the reason for the beginnings 
of my desire to want my group to do the best presentation. Therefore, when I heard 
other groups were progressing onto the ‘preparation’ phase, and were no longer in 
the ‘contemplation’ phase, I began to feel frustrated. I found myself no longer being 
comfortable in not knowing what to do, and wanting a firm idea. I became anxious 
and my defences were activated (Lemma, 2003). To alleviate the anxiety I chose to 
grasp an idea briefly mentioned at the end of the session regarding performing a play 
on mental health in the media. The group had said it was a good idea, but there had 
been no discussion and little contemplation that this was how we were going to 
progress. However, something inside me led me to develop a draft script for a play on 
the evening of the session. I felt It suited our group and I did this without fully 
consulting other group members. Given what I have learnt in clinical supervision 
since then, I recognise this to be an example of behaviour I am trying to alter in my 
clinical practice (and myself), and this is something I will now discuss.
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Through clinical supervision of my clinical practice my clinical supervisor and I have 
recognised that a limitation of my practice is a desire for certainty. We feel this comes 
from an aspect of wanting to be in control and was hypothesised when I continually 
mentioned my desire for structure in the therapy in was giving clients. On reflection, 
this discovery from my clinical practice has led me to see that writing the script was 
another example of a behaviour performed due to this desire for certainty and control. 
Firstly, it provided me with certainty in what the group was going to do. Secondly it 
helped me provide a structure to the group and with this it thirdly led me to feel in 
control of the situation. I am glad my supervisor saw this limitation in my practice and 
I have since gained recognition of the importance for a therapist to be aware of how 
they influence a therapeutic relationship (Safran & Segal, 1990) -  teaching me to be 
more aware of a client’s wishes. In addition, I am beginning to learn to be comfortable 
with not knowing exactly what to do - and to utilise the anxiety this generates to 
remain curious and find out more information.
Reflecting on the impact of my script I can see the work I did meant group members 
may have felt reluctant to reject it. I could tell the group was split. Whereas some of 
the group members loved the idea and wanted to move forward with it quickly, others 
appeared unsure. Their uncertainty was perhaps because other’s acceptance meant 
they were being forced through the stages of pre-contemplation-contemplation- 
preparation at a speed they were uncomfortable with. Reflecting on this diversity I 
have recognised the importance of noticing diversity in my clients. Introducing the 
script to the group, was much like introducing a cognitive theory to a client - it is new 
to them, it could be a foundation for their work and it too requires explanation. The 
diversity of my group members reactions helped me see that not everyone may feel 
at ease with the introduction of an idea, model or theory, and that some may also 
require more explaining with regards to it than others. Also, some clients, just like my 
group members may want to take the item away and digest it in their own time. 
Llewelyn and Hardy (2001) talk about therapist needing to know when and how to 
offer an intervention, and I have thought about this moment in the group many times 
when I have introduce a theoretical concept to clients. It has also shown me to be 
aware of diversity when facilitating a psychoeducation group, and the importance of 
recognition the different needs and desires of group members.
In addition, working outside of the group, and non-collaboratively, I had risked 
conflict. As it was, this did not really occur, and group members perceived my work
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as a genuine sign of wanting to help and wanting to progress the group. Whether 
they would have perceived this if I had written the script earlier, I am less sure. I 
believe the fact we had formed a bonded group meant that I had been given an 
‘attributional advantage’ (Smith and Mackie, 2000) the kind of liking that leads us to 
give fellow in-group members the benefit of the doubt when we make attributions 
about their behaviour. I reflect on this in groups I have facilitated in the past and see 
that despite the behaviours of some group members, other group members are 
tolerant and understanding towards them. The value this must bring to the members 
must bring a sense of acceptance and unconditional positive regard, and thereby be 
a significant help in their progress.
As a group we stormed through the ‘preparation’ phase due to our motivation and our 
interest. This appeared generated by manipulating the script as a group so that each 
person was happy and comfortable with their role. The script had improved through 
the known aid of social facilitation (Zajonc, 1965) and the effect of motivation and 
interest reminded me of the importance of these factors for clients to achieve success 
in their goals (Frayn, 1992).
The presentation topic itself facilitated my learning. As a group we focused on the 
media change in their representation of mental health. Whilst I was already aware of 
the negative press that people with mental health difficulties currently receive, I was 
unaware of interventions that have been shown to change this. It was interesting to 
read about work completed in Leeds (Cameron & Bispham, 2007) that had a positive 
effect on the press coverage of people with mental health difficulties. Surrey 
University is an advocate of the service user movement, and I wondered what role 
the university could play in aiding this process in the south.
In addition the presentation has made me more aware of my initial reaction to media 
articles. I recognise quickly now when an article has manipulated my opinions 
through well inserted adjectives, and I am also more conscious to tell others of the 
effects of the media, in the hope that my new information may change a negative 
and/or violent attitude they have towards people with mental health difficulties.
Hindsight
Would I change anything in hindsight? Ideally, I would have initially devised the script 
collaboratively with others. Since reading about group processes I have learnt this
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has been shown to increase interest amongst participants, promote critical thinking 
and achieve higher levels of thought (Gokhale, 1995). As such I feel would have been 
a better initial approach.
However, I do still recognise the restricted time this task had. This leads me to 
consider the current climate of the NHS whereby clinicians are often asked to perform 
six session therapy. With this approach there is little chance for collaboration with the 
client when deciding the model to adopt. Rather the therapist has to choose the 
method they think will work best with their client in the short time they have and then 
work together through this model. I question the impact this has, and recognise the 
value of a therapist’s awareness of this to restrict any negative reactions.
Finally, the nature of the task brought the group together. We have bonded and 
created an environment of safe uncertainty when discussing clients, allowing ample 
space for reflection and interpretation. I feel this was the main purpose of the task.
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This problem-based learning task involved second and third year trainee clinical 
psychologists working together on a vignette. The vignette focused on the memory 
difficulties of Mr Nicolas, a 69 year old gentleman and his family context. The aim 
was to explore the problems and issues from a systemic viewpoint, to think about the 
role of a psychologist in respect to this case, and to explore what we think could 
happen in the future of this case. The format of this reflective account will be to 
describe what happened in my group in the two months from the initial session to the 
end presentation. I will discuss how the task aided my personal and professional 
learning, how it has changed my practice, and the strengths and weaknesses of the 
approaches my group adopted.
Firstly though, I feel it best to describe the structure of our group in order to give 
context to my reflections in this essay. Our group was formed of five trainee clinical 
psychologists (three second year (including myself) and two third year) and a 
conversion course student who had studied clinical psychology in South Africa. I had 
previously had regular contact with my other two second year colleagues, not only 
because they were in my cohort, but also because they formed part of my Case 
Discussion Group, a group that met every two weeks to discuss personal and 
professional issues surrounding placements and academia. I recognised the third 
years, but did not know them individually prior to this exercise. I had never met the 
conversion course student before.
Initiai Anxiety
The commencement of the group brought about a sense of ‘Unsafe Uncertainty’ for 
me; a situation where people feel the space is unsafe to state their feelings, whilst 
also being uncertain as to the solution of their problem(s) (Mason, 1993). Whilst I felt 
‘safe’ in the company of my second year colleagues, the addition of the third years 
and the conversion course student meant I felt unsafe in the group as a whole. I was 
reluctant to speak up and express a viewpoint in case what I said was ‘silly’ or 
‘stupid’. I reflected on this since I did not always feel this reluctant in a new group and 
this led me thinking about the diversity of the group in terms of course progression. 
Using the downward arrow technique (Burns, 1980), I recognised that my anxiety was 
due to a concern of being negatively evaluated by the third year trainees, two people 
in the group whose opinions of me would give me a good indicator on how well I was
180
performing as a trainee at this stage. If they thought negatively of me then I 
recognised I would feel as though I’m failing as a trainee at this point in time. This 
assumption had put a significant amount of pressure on myself and this had had a 
detrimental impact on my performance. Further reflections led to recognising that I 
had similar thought processes and assumptions on placement during team meetings 
and during supervision, with the similar outcome of feeling reluctant to speak up. With 
the help of my course mentor, I therefore commenced a process of challenging these 
negative assumptions and reframing these groups and meetings as a positive 
opportunity to learn. I feel this really helped my personal development and I am now 
a more active clinician in team meetings.
The ‘unspoken disagreement’
The first session ended with a comment by one of the third year trainees that we 
should only meet for two or three meetings in the two months we had prior to the 
presentation. I remember the comment being made in a way that suggested she 
certainly did not want to meet for more and I remember her stating the reasons for 
her decision being ‘well, even it’s a pretty bad presentation, it’s still unlikely we’ll fail it’ 
and ‘besides if it goes badly, we’ll have more to reflect upon’. Whilst myself and my 
other second year colleagues did not agree with this approach, I found it interesting 
that we did not speak up about this. I remember feeling annoyed at her comment and 
feeling disappointed that no one disagreed with her. I understood her viewpoint but 
personally wanted to perform a presentation that would be well received by course 
team members.
I reflected on why I did not speak up and believe this was due to three factors. The 
first is in connection with Bolton’s (2001) belief that it is common in the ‘beginning 
stage’ of a group for group members to politely accept each others ideas and be 
reluctant to disagree with anything. The second is again in reference to Mason’s 
(1993) concept of safety -  I was feeling unsafe to express my concerns. Finally, the 
third is that, given her year’s extra experience on the course, I perhaps saw her as a 
higher authority that knew best. In fact, thinking reflexively, it could well have been 
this projected view of her as a higher authority that helped her feel empowered 
enough to say the suggestion. It was certainly not a suggestion I would have felt 
confident enough to suggest at that stage in the group.
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In terms of my learning, reflecting on the ‘unspoken disagreement’ has helped me in 
a number of aspects of my work. Her actions have reminded me on how I should be 
aware of not making strong suggestions during the beginning formation of a group 
and instead to generate open discussions about ideas and be reflective in the current 
situation so that paths are not followed that are not truly agreed upon. Furthermore, in 
terms of my work with clients, this experience has helped me recognise the 
importance of making sure that clients are comfortable with any intervention plan 
decided upon, the importance of generating therapy ideas together, and to ensure 
that they do not agree due to feeling ‘unsafe’ in the session. Finally, given how I 
considered the third year to be a higher authority, I have also reflected on the 
importance to remain self-reflexive in multidisciplinary teams and to consider how my 
later position as a clinical psychologist (which could well involve being a leader/higher 
authority) might effect my interactions with other practitioners as well as their 
interactions with me.
Change of Agenda
Despite my initial internal disagreement with only having two or three meetings, I did 
however end up being pleased with the approach adopted. This change in mood 
came about the week after the initial meeting when a close relationship I had broke 
up, then days later, a friend of mine suddenly died. I found myself wanting to put work 
aside and concentrate on my own self-care, and the decision adopted by the group to 
‘do enough to make a presentation’ actually meant there was one less thing to be 
concerned about. My own agenda in terms of the task had changed, and no longer 
was I concerned about performing a presentation that would be marked highly. I 
found myself adopting an approach of doing ‘what was required’, and this meant that 
the work I was allocated to complete between sessions was only completed to a 
minimum-requirement standard. This reminded me of the importance of collaborative 
work in therapy (Beck, 1995) and constantly gaining feedback from a client to ensure 
the work is still feeling relevant to them, progressing in the manner they want and that 
barriers to helping them complete work set have not arisen.
Completion of the task
The group decided to only meet up for three sessions prior to performing the 
presentation. This approach had its strengths and weaknesses. One strength was 
that there was a very structured sense to the three sessions prior to the presentation. 
As a group we recognised we did not have much time, and I feel this led to us
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remaining focussed on the task during each meeting, and completing homework 
tasks in the deadlines we set. The lack of time allocated also restricted the 
presentation ideas that could be adopted and a decision made early-on to just do a 
presentation focusing on each of the characters in the vignette one-by-one and 
adding in a psychologist viewpoint. After an initial discussion about the vignette we 
each chose a character under the knowledge that we would individually present on 
the character allocated to us. Given the divide in the group surrounding the amount of 
work to do on the task, I feel this approach helped. It meant that if someone wanted 
to do a good presentation then they could spend longer completing work on their 
section/character. I think this approach helped me during this time, as I was 
concerned that my attitude of putting the task down on my list of priorities may be 
making others frustrated, just as the third year had made me frustrated with her 
two/three session idea.
However, there were also weaknesses to this approach. Firstly, I feel that it restricted 
the creation of the group. I reflected on this during some last minute changes on the 
afternoon of the presentation when I recognised that I was still uncomfortable to 
disagree with ideas generated by either of the third years or of the conversion course 
student. This left me reflecting that there was still a sense of ‘unsafety’ in the group 
(Mason, 1993). I had wondered at first whether this was just something I was feeling 
due to my attitude towards the task. However, this appeared not to be the case as my 
other second year colleagues (who had put the presentation higher on their agendas) 
had also still felt ‘unsafe’ to express their opinions. This has led me to reflect upon 
whether the lack of familiarity and interaction with the third year trainees / conversion 
course student had meant a difficulty for the group to transfer to a state of safety in 
expressing ideas. Certainly research would suggest this could be the case (Yalom & 
Leszcz, 2005).
Another weakness of this approach was that three sessions did not lend group 
members much time to discuss their sections together and think systemically about 
the issues raised in the vignette. This was poignantly recognised just before the 
presentation when, having realised we had forgotten to answer it, we struggled to 
answer the question of ‘what could happen in the future of this case?’, a question that 
required thinking around all aspects of the case. I am not blaming anyone in the 
group for the approach adopted, and indeed I feel my own agenda and personal 
difficulties could well have helped maintain this non-systemic approach. However, the
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lack of discussions about each other’s sections and the negative result this caused 
did lead me to consider the importance of regular meetings between professionals 
who are all involved in the same clients care. Indeed, the approach adopted by my 
group reminded me of my previous work as a Health Care Assistant where I noticed 
the nurses did not really know the specifics of the work that the art therapists, 
occupational therapists or psychologists were actually performing with some of the in­
patients, and vice-versa. This had led to a lack of cohesiveness about the care of 
each client, leading to less effective and more disjointed treatment. Therefore, if the 
task were to be repeated I would suggest more time to individually discuss sections 
and build a systemic formulation so we all had a greater perception of the difficulties 
involved with Mr. Nicolas.
Conclusions
Despite this negativity regarding the final presentation, I do feel as though the task 
has been invaluable to me. I have learnt about and then challenged my own personal 
negative conditional assumptions, whilst my practice with clients has improved in 
terms of requesting feedback and being aware how my authority in a session may 
lead to non-collaborative work. I have also learnt what can facilitate group formation, 
what can restrict this process and the limited package of care that can be offered if 
practitioners working with the same client work individually rather than as a team.
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Problem Based Learning Reflective Account III
This reflective account reflects upon a group task in which the aim was to prepare a 
presentation looking at how the effectiveness of lAPT can be assessed. For this task 
the course allocated trainees into groups of eight. In my group, three trainees were 
from the 3^  ^year and five trainees were from the 2"^ year. I am a 3^  ^year trainee.
The format of this account follows the group development stages of Tuckman (1965). 
Throughout the account I will reflect on my own and other group members 
behaviours, thoughts and feelings and attempt to coincide these with their effect on 
my personal and professional development.
Forming Phase
I remember the first meeting of our group vividly since I barely spoke throughout the 
hour of group conversation. At the time, I was very aware of this and told myself that I 
was simply not motivated to do the task due to a sense that these tasks always 
appear to be passed irrespective of how good the presentations are. I also reminded 
myself that this was typical of most members in a group during the ‘forming’ stage so 
it was ‘normal’. However, thinking reflexively a few hours after the session, I realised 
that I was keen to perform a good presentation and this led me to recognise that my 
initial cognitions were really acting as a cover / defence mechanism for my negative 
beliefs surrounding my leadership abilities and competence as a 3rd year trainee and 
how I did not want to be uncovered by 2"^ years to have poor leadership and 
competence. This awareness led me to start thinking along a cognitive-behavioural 
line, recognising the negative cycle that could ensue from my thoughts and 
behaviour. My lack of speech would cause others not to correspond with me. This 
would cause me to believe I was not considered good enough or competent enough 
which would then reinforce my decision not to speak.
I knew the only way to break this cycle was to speak up and challenge my cognitions, 
and indeed this (speaking up) along with lengthening the time I take to self-reflect are 
two skills I am trying to further in all aspects of my work. Indeed, this growing 
awareness of oneself has produced an enhanced curiosity towards others and 
whether their immediate thought surrounding a reason for a behaviour is actually a 
cover for a defence mechanism against a negative belief or harsh superego.
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Moving away from myself and onto other members of the group, the ‘forming’ stage in 
this group process informed me how a presentation of knowledge can bring about 
power and also affect collaboration. Reflecting back again over the first session I 
recall one member initially speaking a lot about her experience of working in an lAPT 
service but then quietened down halfway through the session. This individual was the 
only member of the group with lAPT experience and I found it interesting how 
everyone positioned their front foot towards her when and after she spoke, indicating 
that they considered her to be the leader (Navarro, 2008) (it’s probably worth me 
adding here that I have a keen interest in body language, and given I was speaking 
little during this session, I spent much time analysing other group members body 
language!). I refer to Kirkpatrick and Locke (1991) to back up this theory. Kirkpatrick 
and Locke consider the six main traits to exist in a leader to be drive, motivation, 
integrity, confidence, cognitive ability and knowledge. I wonder whether, since she 
may have been perceived to also possess the other five, she was considered as the 
appropriate person to lead the group, and by definition the rest of us to be inferior to 
lead. As stated though, the girl quietened down and I wonder whether her declaration 
of knowledge was just an attempt to be accepted and considered useful to the group 
rather than a wish to be leader. It is also reflected that the girl’s declaration of 
knowledge gave me further reason not to speak as it highlighted my lack of 
knowledge and therefore my usefulness in the situation.
Reflecting on the ‘lAPT-experienced’ member has led me to think about how I may be 
perceived when I qualify and also currently in consultancy roles. In these roles I may 
be nervous and feel the need to declare my knowledge in order to give myself 
credence, and this approach may be unhelpful in a setting where one wants to 
empower others to believe that they have good answers and skills. My reflections on 
this moment in the group has led me to believe it to be important to resist declaring 
my knowledge, but rather use my knowledge to produce ideas and suggestions in 
others, thereby not making me appear the only one with knowledge, and merely the 
facilitator of knowledge. This corresponds well with the NHS Leadership Qualities 
Framework (NHS Institute for Innovation and Improvement, 2005) that emphasises 
the importance of empowering others and collaborative working.
As with many ‘forming’ phases no one person took a lead (Tuckman, 1965). We were 
supportive of each other and accepting when the lAPT-experienced member
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nonverbally communicated a lack of desire to take lead. Furthermore, as with many 
forming phases, little in the way of actual task completion was achieved and indeed 
we were aware of this and mutual recognition of Tuckman’s (1965) theory. Initially 
this was not an issue, however, as the forming stage continued for a number of 
sessions it became clear the group were not progressing, creating frustration and I 
believe this frustration constituted the ‘storming’ phase of the group.
Storming Phase
I believe the ‘storming’ phase was initially of a passive-aggressive variety. We were 
initially all silently frustrated about the progress. However, by the fourth session this 
was acknowledged in the group and put into the room when one group member 
openly stated we ‘needed a plan’.
At this stage I felt group roles changed. The member who stated ‘we need a plan’ 
begun to assert her idea about doing a chat show type presentation. She became a 
‘Shaper’ - one of the leadership-type roles in Belbin’s theory of group roles (Belbin, 
2010). Reflecting on this, it was interesting how this came about. I reflect some 
uncertainty as to whether it was the prior support of the group that helped create this 
assertiveness in her, or whether it was her anxiety over the time element and the fact 
that she was concerned we would not get anything completed that caused her to 
assert this new role; we had only a few days till the presentation. I reflect it is likely to 
have been a combination of the two. Either way, although other ideas were spouted, 
the ‘Shaper’s voice appeared to return. I initially recall the group responding well to 
the suggestion, but on reflection I think I chose to ‘see what I wanted to see’ and 
cannot be certain that all the group were keen on the idea. I say this, because I 
remember being keen on the idea, and I wonder if this may have impacted on my 
perceptions of others’ feelings about it, particularly as I was anxious about the time 
element. Maybe, with my own anxiety about time I selectively searched for evidence 
consistent with my opinion that a chat-show was a good idea. I recognise I cannot 
guarantee this did not occur, particularly because I recall others coming up with other 
ideas indicating there must have been other preferences. In thinking about how this 
might relate to my clinical practice, I reflect on how I must remain aware of diversity of 
viewpoints at all times, even when under pressure. I reflect also on the importance of 
checking with clients about the progress of our work and of the session, even when I 
perceive it could be going well. Furthermore, I reflect on the importance of always
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keeping the system in mind whenever any decision is made, and during consultancy 
meetings, to be aware of everyone’s opinions and views on the decision made.
Norming Phase
During the ‘norming’ phase the group worked towards creating the scripts for the 
parts in the presentation. My role was to direct the chat-show thereby incorporating 
the groups’ chosen characters into a script format and coming up with the initial 
interactions between chat-show characters. I reflect that this represented the 
‘Implementer’ role in Belbin’s group roles - a person who gets things done and turns 
concepts into concrete reality. I reflect that an ‘Implementer’ is a role I often find 
myself in, although I am currently sat here writing unsure why I tend to be drawn 
towards this role. Given my negative views on my own competence, perhaps this role 
enables me to achieve something concrete -  in order to indicate to others and myself 
that I am competent?
Since this was a role I had found myself in before, I was comfortable to undertake it. 
However, on reflection of this attempt at the role, I realise that this time I was much 
more aware of the feelings of others, and was more forward planning. Previously in 
this role in another task I had left a group member not feeling in control and feeling as 
though I had taken over. Therefore, unlike last time, this time I liaised with each group 
member over the time they wanted to be allocated to their section, and this ensured, 
that, during the two hour slot, everyone was comfortable and happy with their role. 
Furthermore though, I also utilised my experience of these tasks to ask group 
members to be a little flexible in their scripts, so that, if rehearsals did show one part 
to be too long or too short then it was possible to reduce/increase that section or 
another. Given the first time we were to rehearse was to be 90mins before the actual 
presentation I recognised any changes would have to be quickly implemented, and 
drawing upon the theory of Prochaska and DiClemente (2005) I wanted to ensure 
that group members were already in the preparation stage that their part may have to 
be altered so that they could swiftly act if change needed to occur. Previously, I had 
not done this and I was left with group members unwilling to contemplate changes 
due to not having the time to comfortably go through the process of change.
In thinking about my decision to take on an Implementer role I am left reflecting on 
my tendency to sometimes keep with the roles I know and trust. Whilst this can be a 
positive trait in that I become experienced in certain areas, I am left reflecting that it is
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also a weakness and may restrict my development, particularly if I want to progress 
to consultant level whereby I’ll have to perform a variety of roles in different settings. 
It is therefore a plan to continue with regular reflective practice to ensure that I 
address this tendency
Performing Phase
The group completed the task well. Last minute changes occurred but group 
members were comfortable with the changes. I reflect that this simple act of forward 
planning is a key skill I had improved on over the past two years.
Concluding Comments
This is the last of the reflective accounts I am to write on this course. Since the 
beginning of the course I have written five reflective accounts, including this one, and 
despite my initial scepticism over the benefit of these essays (it feels slightly unsafe 
writing that!), I feel I can state with clear certainty that the reflective process these 
accounts have made me go through has been extremely beneficial to my practice. 
Through the accounts alone I feel I have learnt a wealth about myself -  some of it 
positive, some negative, but all important to my personal and professional 
development. I have learnt where some of my strengths lie, and aspects I need to 
develop further but most importantly I have learnt to realise the true benefit of 
reflection.
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CDG Process Account I
Summary
The aim of a Case Discussion Group (CDG) is to provide groups of seven trainees 
with a safe, unevaluated space to discuss clinical practice. Each group contains a 
facilitator, who is a member of the course team. This facilitator changes after the first 
year.
The format of this account is that I have firstly reflected on the development of my 
group. This takes up a large part of my account since it introduces many of the 
situations the group faced. I then discuss myself in the group, reflecting on situations 
introduced in the previous section. Finally, I combine my reflections on the group and 
myself to explain how they have benefited my personal and professional learning
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CDG Process Account II
Summary
The aim of a CDG is to provide groups of seven trainees with a safe, unevaluated 
space to discuss all aspects of clinical practice. Whilst the trainees in the group 
remain the same each year, the facilitator changes each year.
This account will reflect on the development of my group over the past year. It then 
reflects on the contributions I made to the group. Finally, I reflect on how the 
experience of the group has benefited my personal and professional learning.
The account draws on two models of change; Tuckman’s (1965) model of group 
development that encompasses the elements of forming, storming, norming, 
performing and Taylor’s (2007) updated version of the ‘Conscious Competence’ 
model.
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Brief Overview of my Three Years' Clinical Experience on the course 
Year One -  Adult Placements
October 2007 -  September 2008 -  Godalming CMHT, Godalming, Surrey.
• I worked at a secondary care level as part of a multidisciplinary team dealing with 
complex, severe and enduring psychological difficulties.
• The primary psychological models of working were Psychodynamic and 
Cognitive-Behavioural. Neuropsychological work was also completed with two 
clients whom it was unclear whether their difficulties were due to dementia or 
depression. I obtained separate supervision from the local specialist in 
Neuropsychology to complete this effectively.
• Clinical work was often direct work with a client, although I also completed indirect 
work with staff and families. In addition I performed some consultancy work with 
members of the assertive outreach team, forensic psychologists and community 
nurses.
• I gained experience with cases involving risk to self and others and how to 
manage these. I also learnt about and gained experience in care-coordinating.
October 2007 -  March 2008 -  Noel Levin Unit, Farnham Road Hospital, Guildford
• I provided psychological assessment and individual and group intervention work 
to range of inpatients with both acute and enduring difficulties.
• Primary psychological model of working was Cognitive Behavioural, although 
psychodynamic and integrative supervision was offered. Neuropsychological work 
was also completed with a client who believed he had attentional difficulties.
March 2008 -  September 2008 -  Guildford Primary Oare MHT, Guildford.
• I worked at a primary care level, dealing with mainly anxiety and depression 
utilising predominantly CBT methods. I also worked with a gentleman with brain 
injury.
• I worked within a limit of twelve sessions with an emphasis of completion at six 
sessions.
• I co-facilitated a CBT for Anxiety Management course.
Throughout all my adult placements I was also to visit local voluntary organisations and I 
had a chance to speak to a number of service users about the services they were utilising 
and how they could be improved for them. As part of my first year I completed a service 
evaluation of a local Back-To-Work Work Enterprise service. This gave me an
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understanding regarding how voluntary organisations are run whilst the dissemination of 
this research to the organisation and NHS managers helped enhance my presentation 
skills.
Year Two -  Child Placement
October 2008 -  March 2009 - Redhill CAMHS, Redhill
• I worked as part of a multidisciplinary team performing psychological assessment 
and intervention work with children, adolescents and parents, utilising 
predominantly CBT and Systemic approaches.
• I co-facilitated a Social Skills Group for children with Aspergers syndrome and 
ADHD.
• I worked closely with schools. This included performing observations and working 
with school professionals to decide how best to help a child.
• I attending a variety of meetings exploring the development of the CAMHS
service, advancing my knowledge in clinical governance.
• I worked one day a week with the learning disabilties team within the service,
incorporating Systemic approaches. This primarily occurred in a family therapy
setting where I formed part of a reflective team, however it also included
individual work with families of children with severe Autism. This worked also 
gave me good experience in working with people from a range of cultures.
Year Two -  Learning Disabilities Placement
March 2009 -  September 2009 -  Chichester CTPLD, Chichester.
• I worked with clients with a broad range of learning disabilities. I also worked with 
their carers and services involved in their care. The main psychological model 
utilised was an Integrative model.
• I gained a large amount of experience and knowledge in working with other
organisations (older adult care homes, daycentres, secure residential settings) to 
facilitate the care of individuals. I learnt the value of this approach and the
stability it can bring to an individual, while promoting my skills in consultancy and
training others.
• I learnt how to perform a functional assessment and the benefits this can provide.
• I performed Neuropsychological assessments to gain an idea of particular 
strengths and weaknesses, whilst also learning how to assess someone with 
Downs Syndrome for dementia.
• This placement in particular enhanced my knowledge in mental capacity and 
deprivation of liberty assessments.
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Year Three -  Older Adults Placement
October 2009 -  March 2010- Teddington Older Adults CMHT, Teddington, Middlesex.
• I provided psychological assessments and interventions with older adults in 
outpatient and inpatient settings (Barnes Hospital, Barnes). Clients often 
presented with complex difficulties and both OBT and Systemic approaches were 
utilised.
• I provided neuropsychological assessments, predominantly assessing dementia 
using an extensive battery of psychometric tests.
• I developed and led a new Cognitive Stimulation Group for the service. This is an 
evidence based practice that helps clients with dementia think of strategies to aid 
their memory. I delegated tasks for this group to a first-year trainee psychologist 
and a chartered clinical psychologist.
• I performed a number of presentations to care home staff, and nurses on an 
inpatient ward, and gained further experience in consultancy.
Year Three -  Advanced Specialist Placements
April 2010 -  September 2010 -  The Bradley Neurorehabilitation Unit, Woking and the
Specialist Neuropsychology Service, Abraham Cowley Unit, Chertsey.
• I gained extensive experience in neuropsychological assessment for inpatient and 
outpatient clients with head injury, organic disorders or unknown aetiology.
• I gained specialist experience in psychological intervention work with individuals 
who have recently suffered an acquired brain injury, or who have less recently 
suffered but are finding it different to manage their difficulties.
• I gained a high knowledge in neuropsychological assessments including both 
the hypothesis-testing approach and the battery-approach to assessments.
• I gained a comprehensive understanding of the reliability and validity of a 
large number of neuropsychological assessments, and recent research 
papers that provide updated norms particularly for the older population.
• I have been fortunate to visit a number of neurorehabilitation facilities in the 
region to gain knowledge of how different neurorehabiliation organisations are 
run, enabling me to formulate ways to improve other services.
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Adult Placement Case Report I 
Summary
This case report is an extended assessment of John, a middle aged gentleman who 
was an inpatient on an adult acute ward. The assessment was aimed at primarily 
determining whether John had attentional difficulties. John was adamant he did, 
stating that the reason for his behaviour that led to the inpatient admission was that 
he had been unable to obtain stimulant medication, which he had been purchasing 
privately.
Neuropsychological assessment, diagnostic assessment and individuals interviews 
with John and his parents indicated that John did not have a significant attentional 
difficulty and he did not fulfil the DSM-IV TR diagnostic criteria for Attention Deficit 
Disorder. A formulation surrounding his behaviour focused on his low mood as the 
primary cause.
My reflection and critical evaluation of the work concluded that a superior battery of 
tests could have been used to assess John’s attentional difficulties. Furthermore, I 
comment on how my role in the multidisciplinary team may have led to confounding 
variables. It was clear John knew the symptoms for attention-deficit disorder and 
wanted to receive stimulant medication on the NHS. He was aware my assessment 
report may help lead to him achieving this, and I comment how this may have 
impacted on his responses, and how I interpreted results accordingly.
Finally, I comment on the need for some individuals to require a diagnosis to explain 
possible setbacks in life, or reasons for not achieving their goals and also on how 
supervision in this case was particularly helpful.
(all names in the summary have been changed to preserve anonymity)
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Adult Placement Case Report II 
Summary
This case report concerned a 40 year old gentleman called Joe who was referred to 
the Primary Care service for difficulties with low mood, stress and anger. An initial 
collaborative formulation that Joe’s difficulties may have stemmed from childhood and 
feelings of inadequacy that he was not good enough and was not able to achieve his 
full potential. These were recently triggered by the threat of closure to the council run 
centre he managed and the abuse of his young daughter.
Joe was willing to work within a cognitive-behavioural model of depression, and this 
work was time-limited to six sessions. Cognitive behavioural interventions consisted 
of psychoeducation to the model, thought challenging, behavioural experiments, 
relaxation and finally relapse management.
Between the first and the last session Joe’s mood significantly improved and this was 
highlighted by large reduction in his questionnaire scores, moving Joe from scoring in 
the ‘clinical’ range to the ‘non-clinical’ range.
My personal reflections and learning through this case not only involved learning 
about the cognitive behavioural model, but also the difficulties, constraints and 
methods in working in a time-limited format, and the importance of boundaries in this 
process. Finally, the case also taught me the value of supervision and how it can 
contain a therapist’s anxiety surrounding performing ‘good enough’ therapy.
(all names in the summary have been changed to preserve anonymity)
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Child and Adoiescent Mental Health Case Report 
Summary
This case report concerns work with a female adolescent named Karen who was 
referred to a GAMHS (Child and Adolescent Mental Health Service) for anxiety 
surrounding a phobia of vomit (emetophobia). Intervention work initially focused on 
utilising the Wells (1997) model of panic. Thought challenging and behavioural 
experiments were utilised during this stage. It was then recognised that a core belief 
of ‘I am stupid’ was further maintaining the emetophobia and that her parents were 
helping to maintain this belief. A short piece of work occurred with her mother before 
work on relapse management readdressed everything Karen had learnt.
Although Karen did not move on the Beck Anxiety Inventory scale, qualitative 
measures informed us that Karen had improved on many aspects and had 
significantly reduced her safety behaviours and avoidance strategies.
In terms of my learning, my work with Karen taught me about my tendency to 
sometimes adopt a directive approach, and the benefits of remaining curious, 
reflecting more on my own feelings, and thinking more systemically.
(all names in the summary have been changed to preserve anonymity)
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Learning Disabilities Placement Case Report 
(Oral Presentation)
Summary
The focus of my oral presentation was surrounding my work and personal reflections 
on a case involving a 52 year old gentleman (Peter) with Down’s Syndrome, who was 
recently believed to be in the first stages of dementia.
Background to Peter
Peter had lived his whole life with his family, initially his parents, and then his older 
sister, Mary and her new family. Family members and friends regularly visited both 
Peter and his sister, and Peter enjoyed their company. Unfortunately, in 2008, Mary’s 
health started to decline. At the same time she perceived Peter’s cognitive functions 
to be declining, and she was struggling to care for Peter. As such, during the early 
stages of my work with Peter he moved to a care home. Peter became distressed by 
this move.
Intervention Work
The initial focus of my work was to complete the first stage of a dementia 
assessment. The work then focused on helping Peter and his new care home 
integrate Peter into his new surroundings. Peter was involved in a number of systems 
-  his family, the daycentre where he spent where he spent weekdays, the care home 
where he spent evenings and weekends and learning disabilities services. Previously 
Mary had co-ordinated between his systems, but now this could not happen. When 
difficulties arose and Peter began to show more and more distress I began to work 
both individually and systemically with both Peter and a number of systems in his life: 
his older sister Mary, his younger sister Margaret, the daycentre, the Deprivation of 
Liberty Team, his Social Worker, and his new G.P who had taken over his care due 
to the change of address. During this work a teaching session surrounding Down’s 
syndrome and dementia was conducted to a large number of people in this network, 
and I facilitated reflecting conversations between Peter’s systems drawing upon the 
systemic work of Smyly (2006). This helped to come up with new themes surrounding 
Peter. His systems of care learnt new information regarding Peter and this helped to 
formulate new ways of solving his difficulties. Family members visited Peter more, 
and Peter’s younger sister began to fill to co-ordination role that her older sister had 
previously fulfilled. The care-home that had limited experience of working with
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Down’s syndrome was more able to work with Peter, whilst the daycentre had a 
greater understanding of his difficulties. Importantly though, Peter’s systems decided 
to arrange regular review meetings to discuss Peter’s care and help them formulate 
ideas collectively.
Personal Reflections
This case for me increased my knowledge in working systemically, an area I 
previously had less confidence in. The work also increased my consultation and 
teaching skills, whilst helping me learn the value of not putting oneself in the ‘expert 
position’, something I sometimes fall into when I feel nervous, and instead allowing 
systems to work together to solve difficulties -  something can be maintained once 
psychological intervention has ended.
(all names in the summary have been changed to preserve anonymity)
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Older Adult Placement Case Report 
Summary
This neuropsychological report concerns an 83 year old lady called Margaret Smith. 
Margaret had been referred for neuropsychological testing by the Consultant 
Psychogeriatrician with the aim of the assessment to help give a clearer indication on 
whether Margaret had dementia, and, if so, what subtype of dementia.
Following a literature search into dementia, a number of neuropsychological tests 
were completed looking into areas of premorbid intellectual functioning, current 
intellectual functioning, memory, attention/concentration, speed of processing, visual- 
spatial skills, verbal fluency, executive functions and mood.
The results indicated Margaret had a global decline in cognitive functioning, with test 
information suggesting an Alzheimer’s form of dementia, possibly coupled with 
Vascular dementia - although this addition was difficult to ascertain.
(all names in the summary have been changed to preserve anonymity)
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